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ABSTRACT
VICTIMIZATION AMONG YOUTH WITH AUTISM SPECTRUM DISORDER: AN
EXAMINATION OF YOUTH ANXIETY AND THE ROLE OF SOCIAL SUPPORT
Nathan Matthew Elzinga, Ph.D.
Department of Psychology
Northern Illinois University, 2015
Michelle K. Demaray, Director

This research study sought to better understand the relation between high-functioning
autism spectrum disorder (ASD) and victimization from bullying. The literature thus far has
identified that youth with high-functioning ASD are more likely to be victimized than typically
developing peers or peers with other disabilities, yet relatively little work has been done to
further understand this relation. The current study sought to better understand parent-child
agreement rates regarding child experiences of victimization from bullying as well as how these
rates differ depending upon a child’s ASD presentation. Because of the way the unique social
presentation of youth with ASD impacts their vulnerability, social skills, anxiety symptoms, and
symptoms of ASD were examined as potential risk factors for victimization and levels of social
support from differing sources were examined as protective factors. The ability of ASD
symptoms, social skills, and social support to each affect the relation between victimization and
anxiety was also examined via a series of moderation analyses. Results of the study supported a
moderate to high level of agreement between parent and youth reports of youth victimization.
The majority of study predictions regarding other related variables were identified as
nonsignificant; however, ASD symptoms were found to affect the relation between parent
reports of youth victimization and parent reports of youth anxiety. Study findings are discussed
regarding their implications for how to measure victimization among youth with ASD, the

conceptualization of victimization and ASD, and directions for further research with this
vulnerable population.
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INTRODUCTION

The passage of the most recent iteration of the Diagnostic and Statistical Manual of
Mental Disorders (DSM-5; APA, 2013) brings with it new changes to the diagnoses of children,
adolescents, and adults who were previously diagnosed with distinct disorders on the autism
spectrum. Coupled with this, large-scale prevalence estimates continue to highlight that autism
spectrum disorder (ASD) diagnoses are increasing (Baio, 2012). As ASD continues to remain a
relevant topic for academics and researchers, so too must educators and practitioners continue to
develop new means of serving the distinct needs of this unique population.
Of notable concern to educators and practitioners is the growing evidence that the distinct
social deficits characteristic of youth with ASD make them vulnerable to experiencing
victimization from bullying from typically developing peers (Humphrey & Symes, 2010a; Little,
2002; Sofronoff, Dark, & Stone, 2011). To help further understand this relation, additional
research has investigated rates of agreement between parent and youth reports of youth
victimization experiences and has typically identified high agreement rates regarding reports of
victimization (Chen & Schwartz, 2012; Kloosterman et al., 2013) but not reports of anxiety
(Storch, Ehrenreich-May, et al., 2012). Specific factors that may make this population more or
less likely to experience victimization have also begun to be investigated, with researchers
identifying that the social difficulties of ASD as well as lower support from parents and teachers
are both related to experiencing more victimization (Hebron & Humprey, 2013; Sterzing,
Shattuck, Narendorf, Wagner, & Cooper, 2012). Researchers have also begun to identify how
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victimization affects this vulnerable population, with current research identifying that the
victimization of youth with ASD is related to higher rates of both internalizing problems and
externalizing problems (Cappadocia, Weiss, & Pepler, 2012; Hebron & Humphrey, 2013). To
further understand this relation, research has also begun to examine how an individual with
ASD’s overall presentation may impact this relation, with some work identifying that fewer ASD
symptoms led to victimization being more strongly related to internalizing problems in this
population (Elzinga, 2013).
While the literature regarding the victimization of youth with ASD continues to grow,
several important avenues of investigation remain. In order to meaningfully add to this growing
discussion, the present study attempted to add to the literature on assessing youth with ASD by
examining parent-child agreement rates regarding reports of youth victimization experiences and
youth anxiety. The present study also investigated how the social/communicative deficits and
repetitive behaviors characteristic of this population relate to victimization. Similarly, the
proposed study examined the relation between social skills and victimization in order to evaluate
the social deficits of ASD using an alternative conceptualization. To better understand how
victimization is related to outcomes in this population, the present study evaluated the relation
between victimization and differing types of anxious symptoms. The present study also
examined the moderating role of ASD symptoms between victimization and anxiety, thereby
attempting to further elucidate outcome differences that may exist depending on a child’s overall
ASD presentation. Last, total combined social support from parents, teachers, classmates, close
friends, and school as a whole was investigated as a potential protective factor by evaluating the
role of social support as a buffer between victimization and anxiety among youth with ASD.

REVIEW OF THE LITERATURE

Characteristics of Autism Spectrum Disorder

Autism Spectrum Disorder

Autism spectrum disorder (ASD) represents a dynamic condition characterized by
deficits in both stereotyped behaviors and deficits in social interaction (APA, 2013). Recent
prevalence estimates for ASD range from 62 in 10,000 (Elsabbagh et al., 2012) to as high as 110
in 10,000 (Baio, 2012). While prevalence rates continue to show expected variability based on
methodology, the overall prevalence of ASD has risen over time when compared with earlier
prevalence estimates (e.g., 18 in 10,000; Fombonne, 1999). This increase in prevalence has been
attributed to many factors, but the most commonly identified reasons for the increase in the
prevalence of ASD are related to broadening of diagnostic criteria, increased awareness, and
changes in how the disorder has been defined over time (Nygren et al., 2012).
The increase in awareness and broadening of diagnostic criteria has had an especially
large effect on individuals with high-functioning ASD, a group that is defined by the presence of
the core deficits in social and communication abilities that characterize ASD but who do not
have an accompanying impairment in terms of general intelligence. Historically, this group has
been comprised of individuals with diagnoses of pervasive developmental disorder - not
otherwise specified (PDD-NOS), Asperger’s syndrome, or autism (without an accompanying
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cognitive impairment). With the passage of the DSM-5 (APA, 2013), the diagnoses of PDDNOS and Asperger’s syndrome have been removed and ASD has been redefined as a single
disorder that characterizes a broad continuum of functioning. This shift significantly
complicates the semantics of how to effectively describe individuals with a past diagnosis of
PDD-NOS, Asperger’s syndrome, or autism. Preliminary evaluations of the early stage DSM-5
criteria for ASD also show that a subset of individuals with diagnoses of Asperger’s syndrome
and PDD-NOS were not set to meet criteria using the new DSM-5 criteria (McPartland,
Reichow, & Volkmar, 2012).
Also created with the recent passage of the DSM-5 has been the new diagnosis of social
(pragmatic) communication disorder; however, preliminary work has suggested that there appear
to be significant challenges when attempting to differentiate whether individuals who would
have previously received a diagnosis of one of the high-functioning autism spectrum disorders
now best qualify under social (pragmatic) communication disorder or under the new
conceptualization of ASD (Norbury, 2013). Given the recent nature of this diagnostic shift, as
well as the lack of consensus on how the final draft of DSM-5 criteria impacts the prevalence of
ASD, this review will use the historically accepted characterization of high-functioning ASD that
includes individuals who have both a diagnosis of any ASD (autism, Asperger’s syndrome,
PDD-NOS) while also not having an accompanying cognitive impairment. Also important to
note before proceeding is that this review will often utilize the term ASD when reviewing other
work due to the variability in how researchers across the literature construct their samples. In
such cases an appropriate level of discussion will be given to the diagnoses and characteristics of
respective research samples in order to best allow for findings to generalize to youth with highfunctioning ASD, the population of primary focus for this discussion.
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Going beyond the current conversation in the field regarding how best to define and limit
the diagnosis of ASD, the criteria for ASD continue to be built upon deficits in socialization and
communication. In order to assess these deficits, best practices call for the use of a
multidisciplinary team in order to adequately cover history and present functioning in the areas
of communication, medical development, and social development. An evaluation of the
presence of ASD should also include information obtained from multiple sources across multiple
settings (e.g., parent, teacher, psychologist, pediatrician, psychiatrist) in order to capture
behavior during both structured and unstructured social situations (Ozonoff, Goodlin-Jones, &
Solomon, 2005).
In terms of specific measurement tools, practitioners have traditionally relied on
behavioral observational techniques or tools for indirectly assessing the presence of symptoms of
ASD by reports from teachers and/or caregivers (Ozonoff, Goodlin-Jones, & Solomon, 2005).
Traditionally referred to as the “gold standard” measures for ASD, the Autism Diagnostic
Interview-Revised (ADI-R; Rutter, LeCouteur, & Lord, 2003) and the Autism Diagnostic
Observation Schedule – Second Edition (ADOS-2; Rutter, DiLavore, Risi, Gotham, & Bishop,
2012) continue to be supported as the strongest assessment tools for the evaluation of the
presence of ASD. A recent review also indicates that the identification of ASD is further
improved by using both of these measures in conjunction (Falkmer, Anderson, Falkmer, &
Horlin, 2013). Many rating scales also exist that have empirical support for the accurate and
reliable identification of the presence of ASD, such as the Social Communication Questionnaire
(Rutter, Bailey, & Lord, 2003) and the Social Responsiveness Scale-Second Edition
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(Constantino & Gruber, 2012). Reviews have also supported these two measures in particular as
an effective means of quantifying ASD symptoms (e.g., Wilkinson, 2010).
As is the case with the evolving understanding of the implications of the newly imposed
diagnostic criteria for ASD for existing cases, it remains to be seen how these new criteria will
inform the practice of identifying new cases of ASD. These new criteria have led to some of the
most commonly used rating scales being published with new subscales designed to conform to
the DSM-5 conceptualization of ASD (e.g., Constantino & Gruber, 2012), potentially indicating
that measurement tools and techniques will adapt to the new diagnostic category of ASD. In
addition to assessing ASD using the various tools available for directly evaluating this
population, the deficits of ASD can also be conceptualized and assessed using the related
construct of social skills which has the added benefit of also allowing for more direct comparison
with typically developing children and adolescents. Because of the global nature of social skills
as well as their utility for readily comparing youth with disabilities and typically developing
youth, social skills will be utilized as a descriptive framework for further discussing the overall
presentation of youth with high-functioning ASD.

Autism Spectrum Disorder and Social Skills
A key challenge when evaluating the social skills literature has been the high variability
in their definition. As noted by Rao, Beidel, & Murray (2008) in their review of social skills
interventions for ASD, there exists a wide variety of approaches to determining what constitutes
social skills. Many studies incorporate a common set of skills related to communication and
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interaction while also incorporating other more general abilities that are difficult to fully
operationalize. Social skills also are a constellation of abilities separate from social competence;
while social skills typically refer to the presence (or lack of presence) of social behaviors
themselves, social competence refers to judgments of the quality or efficacy of a given social
behavior (Gresham, Elliott, Cook, Vance, & Kettler, 2010). Because of the variability that often
is present when discussing social skills across the literature, it has been recommended that it is
often of highest utility to define social skills using the tools that are commonly utilized to
measure the construct (Matson & Wilkins, 2007).
According to the Social Skills Improvement System-Rating Scales (SSIS-RS) manual (a
measure conducive to social skills assessment and intervention in school settings), social skills
can be defined as “learned behaviors that promote positive interactions while simultaneously
discouraging negative interactions when applied to appropriate social situations” (Gresham &
Elliott, 2008). Social skills can be broken down to cover the domains of communication,
cooperation, assertion, responsibility, empathy, engagement, and self-control. This
comprehensive set of domains provides a useful framework for discussing the various ways in
which deficits in social skills affect individuals with high-functioning ASD in school settings
(Elliott, Malecki, & Demaray, 2001). Using this conceptualization, youth with ASD have been
shown to display significantly lower social skills across domains based on both parent and
teacher report (Gresham & Elliott, 2008, p. 1; Koning & Magill-Evans, 2001). Another benefit
in conceptualizing social skills in this manner is that by doing so comparisons can readily be
made between youth with high-functioning ASD and typically developing youth, as both can be
assessed using the same assessment instruments. In the following section the most salient social
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skill deficits that affect youth with high-functioning ASD will be reviewed utilizing the
conceptualization of social skills from Gresham and Elliot (2008). This approach will be utilized
in order to delineate the social skill deficits of youth with high-functioning ASD in a manner that
is most related to their functioning in school.
One key way in which social skill deficits often manifest among youth with highfunctioning ASD is through difficulties with exhibiting empathy, a problem commonly attributed
to deficits in theory of mind (Baron-Cohen, Leslie, & Frith, 1985). Theory of mind ability refers
to the ability to incorporate the mental states of others when making judgments regarding how
they will behave in situations. Individuals with high-functioning ASD have been shown to have
deficits in the ability to understand the mental states of others across levels of development,
including into adulthood (Baron-Cohen, 2008). These deficits in theory of mind ability often
make it difficult for individuals with ASD to evaluate how others will behave in different
situations, highlighting the underlying challenges of social situations for individuals with highfunctioning ASD. Theory of mind difficulties among youth with high-functioning ASD also lead
to problems with many behaviors related to empathizing with others such as recognizing
emotional states based on eye patterns (Baron-Cohen, Wheelwright, Hill, Raste, & Plumb, 2001),
recognizing socially unacceptable statements (Baron-Cohen, O’Riordan, Jones, Stone, &
Plaisted, 1999), and recognizing when another person is not telling the truth (Baron-Cohen,
2009). It is easy to see how these deficits create problems in the day-to-day school milieu, a
setting in which deficient theory of mind abilities often can make youth with high-functioning
ASD appear naïve and vulnerable socially, despite their average intelligence. These same
deficits can also make youth with high-functioning ASD seem emotionally flat or distant and
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lead them to be perceived as uncaring by peers (Baron-Cohen, 2008; Church, Alisanski, &
Amanullah, 2000; Little, 2002; Sofronoff, Dark, & Stone, 2011).
Youth with high-functioning ASD have also been shown to struggle with many aspects of
communication (Macintosh & Dissanayake, 2004) and therefore struggle with the wide range of
social interactions that occur in the course of a given school day. Within the domain of
communication, children with high-functioning ASD have been shown to have significantly
more difficulties with pragmatic language compared to typically developing peers. Recent work
by Lam and Yeung (2012) is illustrative of the pragmatic difficulties of youth with highfunctioning ASD. The authors used a structured observation of pragmatic language ability and
identified that children and adolescents with ASD tend to restrict their discussion to specific
areas of interest to them and tend to be overly detailed in their description of these topics. They
also demonstrated difficulties switching topics and, when switching, had problems smoothly
transitioning. Regarding the emotional content of their discussion, children with ASD often
were blunt and failed to account for the emotional state of the person they were conversing with.
The children in the study also struggled to directly answer many questions and would often
answer questions indirectly or ineffectively. They also exhibited more general atypical
behaviors such as laughing at humorless statements and speaking more formally than is typically
age-appropriate. As noted by the authors, these results largely mirror the work that has been
done elsewhere regarding pragmatic language among children with high-functioning ASD.
Other research examining the pragmatic language abilities in youth with highfunctioning ASD has identified that they often have problems fully utilizing the context within
which the conversation is taking place when answering questions (Loukusa et al., 2007) and have
difficulties referencing previous points in the conversation (Fine, Bartolucci, Szatmari, &
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Ginsberg, 1994). Youth with high-functioning ASD also show difficulties with interpreting
metaphorical language or sarcasm and often interpret such language in its most literal sense
(Laugeson, Frankel, Gantman, Dillon, & Mogil, 2012). Youth with ASD, especially during
childhood, often also display echolalia, meaning they speak in a manner that mirrors the tone and
prosody of another (e.g., a television character; Church, Alisanski, & Amanullah, 2000).
Noverbal communication has also been shown to be an area within which youth with
high-functioning ASD struggle. Children and adolescents with high-functioning ASD have been
shown to exhibit awkward facial expressions when retelling narratives (Grossman, Edelman, &
Tager-Flusberg, 2013), have been shown to struggle to maintain eye contact (Rao, Beidel, &
Murray, 2008), and have difficulties interpreting nonverbal gestures of others in terms of their
latent emotional content (Baron-Cohen et al., 2001). In a long-term qualitative study of the
behavioral and social presentation of youth with high-functioning ASD, Church, Alisanski, and
Amanullah (2000) found that youth with high-functioning ASD also struggled to control the tone
of their voice when engaging in conversations with peers or adults and used conversational hand
and body gestures atypically. A subset of this population’s parents also reported that during
elementary school their children adopted the mannerisms of cartoon characters they saw on
television.
Youth with high-functioning ASD also exhibit deficits regarding their abilities in the
areas of cooperation and self-control. When engaging with others, often youth with highfunctioning ASD exhibit difficulties with perseverating on topics of interest to themselves and
struggle to maintain awareness of the needs of the other person they are conversing with. This
often leads to a struggle with the general give-and-take of conversation (Lam & Yeung, 2012).
Youth with high-functioning ASD also typically demonstrate difficulties with self-regulation,
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both in conversation and on performance-based tasks (Sansoti, Powell-Smith, & Cowan, 2010).
If youth with high-functioning ASD do have friendships, often the friendships center on areas of
shared interest rather than on engaging with one another. Youth with high-functioning ASD also
often show a rigid adherence to rules and may enter into conflict with peers or adults regarding
any perceived breach of rules. This adherence to rules also often extends beyond the original
intent of the rule in question, as youth with high-functioning ASD often interpret rules in a very
literal manner (Church, Alisanski, & Amanullah, 2000; DeRosier, Swick, Davis, McMillen, &
Matthews, 2011).
Children and adolescents with high-functioning ASD struggle with many aspects of
engagement and assertiveness in social situations. Difficulties maintaining friendships exist as
early as preschool age within this population (Church, Alisanski, & Amanullah, 2000) and
continue to persist through adolescence. Given the adaptive nature of having at least one close
friend, the finding that 50% of adolescents in this population report having no friends (Howlin,
2000) is particularly alarming. Despite the difficulties maintaining friendships, youth with highfunctioning ASD typically still wish to engage with their peers and are aware of their deficits in
this area (Bauminger & Kasari, 2000). Youth with ASD also struggle with many social
situations in which assertiveness is required to succeed, such as joining in ongoing peer group
activities. Adolescents with ASD also struggle with how to handle conflicts with peers and how
to deal with victimization from bullying, sometimes resorting to inappropriate behaviors in an
attempt to manage the situation (Humphrey & Symes, 2010a). These difficulties with
assertiveness and engagement are also illustrated by the common focus on learning social scripts
as components of social skills interventions for youth with high-functioning ASD, highlighting
that these skills must be explicitly taught rather than implicitly acquired through normal
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developmental conditions. Youth with high-functioning ASD also often have issues with
generalizing these skills, highlighting that they have difficulties applying held knowledge across
social situations (White, Koenig, & Scahill, 2007).
Youth with ASD have a much more variable presentation regarding responsibility.
Youth with high-functioning ASD often exhibit rigid adherence to rules, which may have
positive benefits in some cases but may negatively impact how they are perceived by others
(Church, Alisanski, & Amanullah, 2000; DeRosier et al., 2011). Youth with ASD also often
display difficulties during childhood and adolescence related to understanding the consequences
of their own actions. Conversely, in middle and high school, youth with high-functioning ASD
often report good relationships with parents, teachers, and other adults, which could be a
secondary indicator of adequate functioning in the domain of responsibility (Church, Alisanski,
& Amanullah, 2000). A quantitative study by Macintosh and Dissanayake (2006) also found that
responsibility was the only domain of social skills that was found to be unrelated to diagnostic
group membership when comparing youth with high-functioning autism, Asperger’s syndrome,
and typically developing peers.

Impact of Social Skill Deficits for Youth with High-Functioning ASD
Having discussed the numerous ways in which the deficient social skills of youth with
high-functioning ASD often manifest at school, it is clear that the social impact of these skill
deficits is both variable and complex. As stated previously, the construct of social competence is
itself an important measure of the impact of social skill strengths/deficits that is beyond the
scope of this review (Gresham, Elliott, Vance, & Cook, 2011). Among typically developing
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children and adolescents, social skills have been linked to a wide variety of other outcomes
(Elliott, Malecki, & Demaray, 2001) such as number of friendships, overall social-emotional
well-being, and long-term academic competence (Welsh, Parke, Widaman, & O’Neil, 2001) .
Deficits in the areas of assertiveness and responsibility have also been found to be related to
higher social anxiety in children with anxiety disorders (Ginsburg, La Greca, & Silverman,
1998), illustrating the predictive nature of specific social skills deficits for children and
adolescents.
In order to better understand the importance of social skill deficits when considering the
education of youth with high-functioning ASD, it is important to consider how social skills
deficits adversely impact youth with high-functioning ASD. It is important to first note that
despite their impairments across many aspects of social functioning, youth with high-functioning
ASD do often report a desire to engage with peers (Bauminger & Kasari, 2000) and have been
demonstrated to often be aware of their social skill deficits (Knott, Dunlop, & Mackay, 2006).
General social skills deficits in youth with high-functioning ASD have been found to be related
to feelings of loneliness (White & Roberson-Nay, 2009), anxiety (Bellini, 2004), isolation,
depression (Tantam, 2000), fewer friends at school, lower social acceptance from peers (Viecili,
Weiss, Lunsky, & Shupak, 2010), and social vulnerability (Sofronoff, Dark, & Stone, 2011).
Low social skills among youth with ASD have also been shown to be related to higher
externalizing problems, perhaps due in part to their difficulties engaging with peers appropriately
when they attempt to do so (Neuhaus, Bernier, & Beuchaine, 2013). The social skill deficits of
youth with ASD also make them stand out in general education settings and make them
vulnerable to victimization from peers (Humphrey & Symes, 2010a, 2010b; Wainscott, Naylor,
Sutcliffe, Tantam, & Williams, 2008).
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Emerging evidence also highlights that specific social skill deficits are predictive of
negative outcomes in this population. Bellini (2004) identified that among a sample of youth
with high-functioning ASD, social anxiety was related to the social skill of assertiveness only
and was unrelated to cooperation, responsibility, or self-control. Interestingly, empathy was also
identified as being related to social anxiety in the study sample; however, it was related in a
curvilinear manner. Youth with very low empathy also were identified as having low social
anxiety. As empathy increased, so too did social anxiety; however, there was a cut point at
which higher empathy began to be related to less social anxiety, suggesting that as empathy
reaches adaptive levels, social anxiety decreases accordingly.

A follow-up study also identified

this pattern (Bellini, 2006). The lack of assertiveness often demonstrated among youth with
high-functioning ASD has also been shown to be related to higher levels of aggressive behavior
in this population, both quantitatively (Kalyva, 2010) and qualitatively (Humphrey & Symes,
2010a).
The negative outcomes related to poor social competence and poor social skills among
youth with high-functioning ASD illustrate the importance of utilizing social skills interventions
to assist with remediating the core deficits that challenge this population. The emerging
evidence that specific social skills domains may be more or less predictive of the challenges that
plague youth with high-functioning ASD also underscores an important target for future research
and may prove useful in better understanding how the deficits of ASD are related to other
constructs, such as victimization.
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Victimization and Autism Spectrum Disorder

Overview
The core deficits of ASD bring with them many struggles. Due to the inherent social
nature of these deficits it is unsurprising that interactions with peers remain a challenge for youth
with ASD during childhood and adolescence (Church, Alisanski, & Amanullah, 2000). In
addition to struggling with many of the skills that underlie social interaction and understanding, a
growing literature has identified that these social deficits bring with them additional risks due to
the vulnerability they place on youth with ASD, making them the targets of bullying from peers
(Schroeder, Cappadocia, Bebko, Pepler, & Weiss, 2014; Sofronoff, Dark, & Stone, 2011).
Bullying refers to repeated negative behavior by an individual in a position of power
towards another individual to such an extent that that individual cannot defend himself or herself
(Espelage & Swearer, 2003; Olweus, 1994). Bullying behavior can be the product of a sole
individual or a group of individuals and can be done using verbal (e.g., verbal insults, social
exclusion) or physical means (e.g., physical aggression, theft of possessions). Bullying behavior
can be done directly or indirectly and can also be done via electronic means (Wang, Iannotti, &
Nansel, 2009). Because bullying is a socially derived phenomenon, bullying is dependent on the
behavior of different social actors. The actors involved in any particular incident of bullying can
be understood as acting as bullies, victims, bully-victims (individuals who bully and are
themselves bullied), and bystanders.
The prevalence for experiencing victimization from bullying among typically developing
children and adolescents has typically been found to be around 10%, with some variation based
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on age, time frame referenced (e.g., bullying within the last year versus bullying within the last
month), measurement utilized (e.g., self-report versus peer nomination), and cut scores utilized
(e.g., an individual who experiences any bullying versus an individual who experiences bullying
2-3 times per month; Kim, Koh, & Leventhal, 2004; Nansel et al., 2001; Solberg & Olweus,
2003). Also complicating deriving a consistent prevalence rate for bullying and victimization
has been the concept of cyberbullying, wherein bullying behaviors and roles are acted out and
assumed using digital means such as social media (Schneider, O’Donnell, Stueve, & Coulter,
2012). The collective literature on the prevalence of bullying/victimization supports that
bullying tends to peak in middle school and decreases during high school. Results are somewhat
mixed regarding gender differences in experiences of bullying/victimization; however, a largescale United States study (N = 15,686) identified that males tend to be more likely to assume the
role of bully/victim (Nansel et al., 2001). When encompassing all aspects of bullying behavior
including both bullying perpetration and victimization, it is estimated that 20-30% of school-age
youth are involved (Rose, Monda-Amaya, & Espelage, 2011).
Among typically developing youth, victimization from bullying has been associated with
a myriad of negative outcomes including low self-esteem, depression (Hunter, Boyle, & Warden,
2007), loneliness (Nansel et al., 2001), suicidal ideation (Bond, Carlin, Thomas, Rubin, &
Patton, 2001), anxiety (Olweus, 1994), and lower academic achievement (Glew, Fan, Katon,
Rivara, & Kernic, 2005). As has been demonstrated, these effects are not limited to the time
surrounding when victimization from bullying occurs and can have long-term repercussions for
an individual’s overall social-emotional functioning (Olweus, 1992; Swearer et al., 2010).
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Among children in special education, assessing bullying/victimization rates has also been
challenging.

A recent meta-analysis by Rose, Monda-Amaya, and Espelage (2011) found that

students with disabilities tend to be victimized at higher rates than youth without disabilities.
Also identified by the authors was that experiences of victimization were higher for students with
more significant disabilities and that victimization rates were found to be higher for students in
special educational settings as opposed to those in inclusive settings, but these results were
limited by a small number of available studies. Perhaps most important, the authors identified a
consistent theme in which those who had more observable deficits tended to experience higher
rates of victimization. Other important research has also identified that while
bullying/victimization experiences tend to be higher for children with disabilities, the general
trend of bullying/victimization decreasing from middle to high school also remains true for this
group (Rose, Espelage, & Monda-Amaya, 2009). This tendency to stand out highlights the
importance of also conceptualizing the larger school environment when attempting to understand
the victimization experiences of students as a whole or a more specific group.
Bullying can be understood as the product of a complex set of interactions between
individuals and their environment as outlined by Espelage and Swearer’s social-ecological
framework (2003). While this approach has particularly useful implications for selecting and
implementing interventions to reduce bullying behaviors, this approach also is useful for
conceptualizing how a given individual may be more or less vulnerable in a given environment
based on both individual and environmental characteristics. This conceptualization also allows
for an understanding of how the larger social environment contributes to the short- and long-term
outcomes for victims of bullying behavior (Espelage & Swearer, 2003; Swearer et al., 2010).
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Utilizing this approach, it is easy to see how the symptoms of youth with high-functioning ASD
make them especially likely to stand out in general education settings, making this group
especially vulnerable to experiencing victimization.

Victimization Among Youth with Autism Spectrum Disorder
The social deficits of youth with high-functioning ASD serve to make them a unique
population for a school to serve. Given the consistent finding that youth who stand out are more
likely to be victimized (Rose, Monda-Amaya, & Espelage, 2011), these social deficits serve to
make this population an easy target for victimization. It is also reasonable to first question if
these same social deficits also may affect how victimization is perceived by youth with highfunctioning ASD. Van Roekel, Scholte, and Didden (2010) investigated how a large sample of
youth with ASD (the majority of whom were high-functioning) perceived video vignettes
depicting situations involving bullying and victimization. The results identified that youth with
ASD exhibited a high degree of accuracy in selecting whether the situation they observed
depicted bullying or not. Additionally, self-reports of youth with high-functioning ASD have
been shown to have high rates of agreement with parent and teacher ratings of child
victimization experiences (Chen & Schwartz, 2012; Kloosterman et al., 2013). Such results
serve to orient this discussion by highlighting that youth with high-functioning ASD are both
aware of victimization and capable of accurately reporting their own experiences with
bullying/victimization.
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An early investigation of the experiences of victimization from bullying among youth
with high-functioning ASD carried out by Little (2002) highlights the difficulties this population
experiences. In the study, the researcher examined maternal reports of the victimization
experiences of youth with Asperger’s syndrome or non-verbal learning disorders (N = 411; 85%
had a diagnosis of Asperger’s or Asperger’s and non-verbal learning disorder) within the last
year. The results identified an alarmingly high prevalence (94% victimized within the last year)
of victimization from bullying in these two populations. This prevalence was found to be higher
than other comparable reports using typically developing youth. Additionally, this study found
that victimization tended to be highest for middle and high school but did not note the general
decrease from middle to high school found when examining the literature on victimization as a
whole. The study also included cross-sectional analyses of differing types of victimization and
found that mothers also reported that more severe instances of victimization were relatively
common (10% reported being attacked by gangs of peers; 15% reported their child experienced
non-sexual assaults to the genitals). A substantial portion of the mothers included in the study
also identified that social exclusion (“peer shunning”) was commonly reported. While this study
served to begin to characterize the depth of the problem with victimization among youth with
high-functioning ASD, it also had several limitations that impact its generalizability. Annual
reports of victimization are difficult to compare to other measures that typically rely on more
current reports (e.g., within the last month). The study also relied solely on maternal reports and,
perhaps most importantly, did not include a direct comparison group.
More recent work examining the prevalence of victimization among youth with ASD has
served to further validate many of the findings of Little (2002). Sterzing and colleagues (2012)

20

examined a national sample of parent interviews and school data (N = 1,100) for adolescents who
receive special education services under the category of “autism.” Parents of youth with ASD
reported much higher rates of victimization (46%) compared to the rate cited for typically
developing youth (10%) when asked about their child’s experiences within the last school year.
Interestingly the authors found that youth with ASD were victimized at rates that were similar to
youth with learning disabilities or speech-language impairment and also found that youth with
ASD were more likely to engage in bullying as perpetrators. One possible explanation for this
result is that the researchers chose to include all individuals served under the category of autism
in their sample without differentiating between individuals with and without a cognitive
impairment. The authors also included students with ASD who did not have conversational
ability, which is a fundamentally different set of students than those typically defined as highfunctioning ASD. Therefore it is unclear exactly how these results translate to understanding the
literature on the victimization experiences of youth with high-functioning ASD specifically.
This examination by Sterzing and colleagues (2012) also advanced the literature on the
victimization of youth with ASD by investigating specific risk factors for this group. The
authors identified that having fewer social skills, spending time being educated in general
education, and having a comorbid diagnosis of ADHD all led to an adolescent experiencing
higher rates of victimization. Interestingly, the authors also found that students who got together
with friends at least once per week experienced higher rates of victimization. This finding is
somewhat counterintuitive given that other research has shown that peer support and friendships
often serve as protective factors (Humphrey & Symes, 2010a); however, the authors interpret
this as a proxy measure for understanding how many opportunities a given adolescent had to
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engage with peers. Therefore adolescents who attempted to engage more with peers overall
experienced more victimization as a result, supporting that higher levels of social engagement
may sometimes have negative outcomes, as has been observed elsewhere (Mazurek & Kanne,
2010; Sterzing et al., 2012).
To further the literature regarding the specific experiences of this population, Wainscott
and colleagues (2008) utilized an intensive matched design to compare the school experiences of
30 youth with high-functioning ASD to those of typically developing peers matched based on
age, gender, academic skills, class schedule, and socioeconomic status. The researchers
identified that youth with high-functioning ASD reported having fewer friends and speaking to
fewer peers at school. The high-functioning ASD group also reported being more likely to be
bullied and socially excluded. Interestingly, the ASD group in this study did not report any
difference from the control group in terms of overall school enjoyment. This is an especially
interesting finding given that other work has found that victimization is still related to negative
outcomes for this population (e.g., Storch, Larson, et al., 2012). This discrepant finding is
explained by the authors as possibly being due to youth with ASD deriving their enjoyment of
school from other aspects of school (e.g., academics) that are different from the social aspects
that typically developing peers draw on. Also possible is that youth with high-functioning ASD
may give socially desirable answers when asked whether or not they enjoy school because they
attempt to adhere to a perceived norm. A third possibility is that the difficulty youth with highfunctioning ASD have reflecting on their own emotional states caused them to overestimate how
much victimization affected them on a daily basis. The collective study findings illustrate the
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difficulty of fully capturing victimization and its emotional effects when assessing youth with
high-functioning ASD.
These results have also been supported by subsequent work. Humphrey and Symes
(2010a) investigated the victimization experiences and amount of perceived social support
among a sample of 40 adolescents with ASD compared to 40 peers with dyslexia and 40 peers
with no disability. As hypothesized by the authors, if the social deficits of ASD truly bring with
them a unique risk for experiencing victimization they should do so above and beyond the risk
associated with having a disability. It was for this reason the authors utilized both a disabled and
nondisabled comparison group. The results of the study found that youth with ASD experienced
significantly higher rates of victimization than both comparison groups. Also examined by the
study was the amount of social support experienced by each group. The ASD group reported
lower levels of perceived social support from parents, friends, and classmates. Classmate
support, in particular, was found to be the area within which the largest group differences existed
and was also the strongest predictor of victimization (aside from group membership). These
findings serve as further evidence of the role social deficits play in producing a unique set of
difficulties for youth with high-functioning ASD. Also of interest is general lack of social
support experienced by the ASD group relative to the other groups, highlighting the unique
social vulnerability of these individuals at school and the important potential of social support as
an intervention for this group.
A related qualitative investigation (Humphrey & Symes, 2010b) also yields important
information for better understanding the way in which individuals with high-functioning ASD
perceive their experiences at school. In this study, the researchers utilized semi-structured
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interviews to examine youth perspectives regarding victimization, social support, and how best
to handle victimization at school. The authors reported several commonly identified barriers to
accessing social support in this group. A wide variety of responses were identified in response to
victimization; participants endorsed responses ranging from physical retaliation to seeking
teacher support. The most common predictor for reporting seeking help after being bullied was
the perceived efficacy of the source of support. In other words, youth with ASD reported only
being likely to seek assistance from teachers if they had previously felt that teacher had helped
them deal with victimization. Several other reports obtained illustrate other behaviors of youth
with ASD that may contribute to their unique vulnerability, including a desire for solitude, lack
of trust in other peers, shyness, and difficulty discussing or explaining an incident of
victimization.
A more recent study took a different approach to examining the victimization experiences
of youth with ASD and attempted to examine bullying experiences as they relate to the construct
of social vulnerability (Sofronoff, Dark, & Stone, 2011). In the study, 92 parents of children
with Asperger’s syndrome gave reports of child social vulnerability, victimization experiences,
anxiety, social skills, anger, and externalizing problems. The researchers found support for
expected predictors of victimization (anxiety, anger, behavior problems, and low social skills);
however, only social vulnerability was a significant independent predictor of victimization in this
study. While other studies have found a significant relation between these constructs (as
discussed below), these results serve to further highlight that the manner in which students with
ASD stand out socially confers a serious disadvantage to them at school that appears to largely
explain the amount of victimization they experience. As noted by the authors, the converse of
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this is equally important as it shows that there is a subset of youth with high-functioning ASD
who stand out less socially and report being bullied less as a result.
While many of the studies examined in this review focus solely on reports of
victimization from one source (most commonly parents), several recent studies have also utilized
multiple reporters to examine the prevalence of victimization among youth with ASD. Chen
and Schwartz (2012) evaluated the bullying experiences of a group of third- through fifth-grade
students (N = 25) with ASD (the authors report student diagnoses “ranged across the autism
spectrum” and report the sample included one student who was nonverbal) using parent, teacher,
and self-reports. The researchers found a high agreement rate when comparing parent, teacher,
and student reports of the amount of victimization experienced by child participants. The
authors also found a unique disparity between reports of bullying behavior; teachers reported
higher levels of child bully perpetration compared to parent and child participants. This finding,
while outside the immediate scope of the present investigation, does highlight there may be a
tendency for parents of youth with ASD and youth with ASD who are victimized to underreport
the amount of bullying behavior youth with ASD engage in.
Agreement rates regarding victimization between parents, children, and teachers were
also examined by Rowley and colleagues (2012) using a sample of 100 youth with ASD and 80
IQ-matched non-ASD peers who also had disabilities. The authors collected parent and teacher
reports of child friendships and experiences with victimization using items from the Strengths
and Difficulties Questionnaire (SDQ; Goodman, 1997) and collected child reports of
victimization experiences by coding transcripts from the Autism Diagnostic Observation
Schedule (ADOS; Lord et al., 2000).

The authors found that parents and teachers reported that
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youth with ASD had fewer reciprocal friendships compared to typically developing peers and to
students with other disabilities. With respect to victimization, parent, teacher, and youth reports
all identified some level of victimization. Parent and teacher reports of child victimization
experiences were found to be significantly related for the group with ASD. Parent ratings were
also significantly higher in the ASD group compared to both the group with other disabilities and
data for typically developing youth. Teacher reports were only significantly different from the
data on typically developing youth.
In addition to these findings, the study also found that social and communication
impairment was related to the amount of victimization experienced. Youth who had fewer
social/communicative difficulties reported experiencing more victimization, highlighting that the
more high-functioning children in the ASD group reported more victimization. A notable
interaction was also identified when comparing students who were enrolled in special schools
versus those in inclusive settings. For youth who were enrolled in special schools, the level of
social/communicative difficulties they presented with was not predictive of increased
victimization; however, in inclusive settings these students experienced significantly higher
levels of victimization. These results are inline with the majority of the studies reviewed and
serve to further highlight that the vulnerability of youth with high-functioning ASD appears to be
in part related to their tendency to stand out compared to typically developing peers (Rowley et
al., 2012).
Another more recent study (Nowell, Brewton, & Goin-Kochel, 2014) compared parent,
teacher, and youth reports using a sample of 74 youth with a diagnosed ASD as well as a group
of typically developing peers. This study found mixed agreement rates regarding reports of being

26

bullied/teased in their sample, although these differences were present for the youth with ASD
only. Teachers were found to report less instances of youth victimization when compared to
parents. In cases in which the child with ASD reported experiencing no teasing, often teachers
and parents both reported that the child was experiencing bullying/teasing (70% of parent reports
and 40% of teacher reports). This study also identified that having a higher IQ, less severe ASD
symptoms, and being educated in a more inclusive setting were all positively related to increased
bullying/teasing.
In addition to identifying that many of the global impairments that characterize highfunctioning ASD are related to victimization, other more recent work has identified additional
risk factors. Kloosterman, Kelley, Craig, Parker, and Javier (2013) examined the bullying
experiences of a sample of 24 students with high-functioning ASD (ages 11-18) compared to 22
with a learning disorder and 24 typically developing adolescents. In addition to finding that
youth with high-functioning ASD experienced more victimization than the other two groups, the
authors also found that youth with high-functioning ASD were socially excluded by peers and
experienced more physical victimization compared to typically developing peers (but not the
matched group with learning difficulties). Last, the authors also found a high level of parentchild agreement in the high-functioning ASD group across types of bullying, supporting other
findings that have shown that parents of children with ASD are aware of their child’s
experiences with victimization (Chen & Schwartz, 2012).
Parent and teacher reports have also been utilized by researchers to better understand risk
factors for victimization among this population. Hebron and Humphrey (2013) examined the
risk and protective factors for experiencing victimization among a large sample (N = 722; grades
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1, 5, 7, and 10) of youth with ASD using separate teacher and parent models. In the parent
model more behavior difficulties, lower levels of parental engagement, increased child age, and
lower level of special educational support at school were all significantly related to victimization.
In the teacher model more behavior difficulties, higher age, fewer positive social relationships,
being placed in a mainstream educational setting, and utilization of public/school transport all
emerged as significant predictors of victimization. These collective results are illustrative of
several important characteristics that comprise the unique vulnerability of youth with ASD.
Being present in mainstream educational settings, lacking supportive relationships, being
mainstreamed, using school transportation, and using lower levels of special educational support
all serve to contribute to an environment within which youth with ASD are particularly
vulnerable. Because youth with high-functioning ASD are more likely to possess the functional
skills necessary to be mainstreamed, these results are especially significant for this population.
The finding that victimization increases with age is somewhat inconsistent with the literature and
led to the authors suggesting that youth with ASD may in fact have a different trajectory for
victimization when compared to typically developing youth and youth with other disabilities.
Last, this study identified that youth with ASD who exhibited externalizing difficulties were
more likely to experience victimization. As suggested by the authors, this could be due to a
number of different factors ranging from youth with externalizing difficulties being more likely
to lash out in response to bullying (thereby providing reinforcement) to youth with externalizing
difficulties having additional social deficits that inadvertently add even more to their
vulnerability. The authors also suggest that externalizing problems and victimization may in fact
represent a bidirectional relationship wherein externalizing difficulties are both a risk factor of
and an outcome for victimization, providing a natural segue into the next portion of this review.
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Outcomes of Victimization for Youth with Autism Spectrum Disorder
In order to better understand how experiences of victimization from bullying affect youth
with high-functioning ASD, one of the first key questions worth considering is how these
children and adolescents perceive instances of victimization from bullying. As previously
discussed, research has shown that youth with ASD exhibit a high degree of accuracy in
selecting whether vignettes depict bullying/victimization or not (van Roekel, Scholte, & Didden,
2010). High rates of parent-child and teacher-child agreement when comparing self, parent, and
teacher reports in this population also support that youth with high-functioning ASD are capable
of accurately understanding bullying behavior (Chen & Schwartz, 2012; Kloosterman et al.,
2013), although other work has identified less consistent findings (Nowell et al., 2014). While
such results are largely indicative of the ability of youth with high-functioning ASD to accurately
understand bullying, the social presentation of ASD makes this population unique in terms of
how they are affected by victimization from bullying.
Youth with high-functioning ASD have also been shown to be capable of accurately
assessing and being affected by their own social standing. Hedley and Young (2006) examined
how a sample of children with high-functioning ASD evaluated their own social standing as well
as how this related to their own self-reported depressive symptoms. The results of the study
identified that perceived group membership (participant reports of how similar they were to
peers) was directly related to child depressive symptoms, indicating that youth with ASD do
appear to experience depression as a result of their social isolation. This serves to illustrate that
youth with high-functioning ASD are aware of their previously described difficulties with peers
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and are therefore open to many of the negative outcomes typically developing youth experience
in response to victimization.
The investigation of the outcomes related to victimization from bullying among youth
with high-functioning ASD is a relatively new area of study that has only begun to be
investigated (Storch, Larson, et al., 2012; Zablotsky, Bradshaw, Anderson, & Law, 2013). The
vast majority of the research thus far has relied on identifying correlations between victimization
experiences and outcome variables in this population. This means that a clear causal relationship
between victimization and relevant outcomes has unfortunately not been typically identified;
however the majority of researchers appear to endorse a bidirectional relationship between
victimization and negative outcomes among this population (Cappadocia, Weiss, & Pepler, 2012;
Storch, Larson, et al., 2012). This bidirectional relationship is best characterized by the relation
between victimization and anxiety; however, recent work has also found that victimization is
related to externalizing problems in this population, which also aids in our conceptualization of
the relation between victimization and outcomes.

Victimization from Bullying and Externalizing Problems
The previously discussed investigation by Hebron and Humphrey (2013) used a large
sample (N = 722) of parent and teacher reports of youth with ASD to examine risk and protective
factors for victimization in this population. In addition to identifying the previously noted risk
factors (e.g., use of the bus to get to school) and protective factors (e.g., special school
placement), the authors identified a strong relation between externalizing behavior and
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experiences of victimization via both parent and teacher regression models. They hypothesized
this relation could be due to the underlying presentation of youth with ASD who often stand out
and have behavior difficulties. The authors also discuss that this could also be representative of
an outcome of victimization experiences for this group; their tendency to react strongly to teasing
and victimization from bullying could reinforce further bullying behavior. This therefore could
represent a cyclical relation between victimization and externalizing problems.
Other research has indicated a similar trend: A study examining the relation between
bullying roles and psychological correlates also found that youth with ASD who were victimized
showed difficulties with emotion regulation and tended to react impulsively in response to being
bullied (Zablotsky et al., 2013). Difficulties managing anger were also shown to be an important
correlate of being victimized in a sample of children and adolescents with ASD (Rieffe,
Camodeca, Pouw, Lange, & Stockmann, 2012). Qualitative research has also identified that
some youth with ASD often feel like they have no solution to dealing with victimization other
than resorting to aggressive behavior, often due to their perceived lack of efficacy regarding
other means of obtaining assistance in dealing with victimization (Humphrey & Symes, 2010a).
These collective findings illustrate an emerging trend being identified by researchers; however,
more comprehensive evidence supports that victimization also leads to significant internalizing
distress, including anxiety, for youth with high-functioning ASD.
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Victimization from Bullying and Anxiety
Among youth with ASD, anxiety has been shown to be highly prevalent (Simonoff et al.,
2008; Vasa et al., 2013). Anxiety has also been identified as a negative outcome associated with
experiences of victimization in a subset of the studies examining the victimization of youth with
high-functioning ASD (Cappadocia, Weiss, & Pepler, 2012; Shtayermman, 2007; Storch,
Larson, et al., 2012); however, before examining the literature further it is first necessary to
briefly examine anxiety at a more general level.
Anxiety represents a broad construct consisting of multiple subdivisions and subtypes.
The DSM-5 (APA, 2013) includes the following diagnoses for anxiety and related disorders:
separation anxiety disorder, selective mutism, specific phobias, social anxiety disorder (social
phobia), panic disorder, agoraphobia, generalized anxiety disorder, substance/medicationinduced anxiety disorder, anxiety disorder due to another medical condition, other specified
anxiety disorder, and unspecified anxiety disorder. An alternate conceptualization based on a
commonly utilized measure of anxiety for children and adolescents (MASC 2; March, 2013)
breaks down overall anxiety into symptom scales including separation anxiety/phobias, social
anxiety, obsessions and compulsions, physical symptoms, and harm avoidance. Other measures
of psychosocial functioning often also incorporate anxiety under the broader umbrella term of
internalizing problems (e.g., Reynolds & Kamphaus, 2004). While often research utilizing
anxiety as an outcome focuses on general anxiety, an examination of specific types of anxiety
remains important as research suggests different types may peak at different times during
development (Copeland, Angold, Shanahan, & Costello, 2014).
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Among typically developing youth, the established overall prevalence rate for anxiety
disorders varies based on diagnoses included and the measurement methodology utilized. A
recent meta-analysis found the prevalence for any anxiety disorder to be approximately 12%
during childhood and 11% during adolescence (Costello, Eggar, Copeland, Erkanli, & Angold,
2011). Another large-scale review examining the prevalence of anxiety disorders in adolescents
found a much higher prevalence rate of 31% (Merikangas et al., 2010). A longitudinal
examination following three cohorts of children and adolescents (ages 9, 11, and 13 at baseline)
identified a slightly different trend in which anxiety for both males and females dipped
somewhat during middle childhood and then steadily increased from adolescence through
adulthood. The researchers also identified a cumulative prevalence for any anxiety disorder
among their sample of 22% by age 26 (meaning that by early adulthood 22% of their sample met
criteria for at least one anxiety disorder during a three-month period; Copeland et al., 2014).
Interestingly, this same longitudinal study found that when anxiety was broken down into
specific anxiety disorders, the prevalence curve previously described no longer held true.
Instead different anxiety disorders were found to peak at different times and therefore make
differing contributions to the overall prevalence of anxiety disorders across ages. Such findings
illustrate the importance of assessing not only the prevalence of any anxiety disorder but also
differences that may exist across childhood and adolescence for differing types of anxiety
disorders.
Anxiety has also been consistently shown to be related to experiences of victimization
among typically developing youth (Bond et al., 2001; Craig, 1998). These findings have also
been replicated using both parent and youth reports. Additionally, victimization has been found
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to be related to increases in specific types of anxiety among typically developing children and
adolescents. Perhaps most importantly, the causal nature of victimization on anxiety has been
effectively investigated among typically developing youth. Victimization has been shown to
directly predict the later development of emotional problems, including anxiety, during
adolescence. Complementary to this finding, it has been shown that prior emotional problems do
not predict later victimization among typically developing youth (Bond et al., 2001). As will be
shown, the causal effect of victimization on anxiety (or vice versa) among youth with ASD has,
thus far, proven much more difficult to accurately evaluate.
Anxiety has also been found to commonly co-occur with ASD (Simonoff et al., 2008).
Understanding this comorbidity is still a challenge, with many researchers supporting differing
viewpoints for explaining the nature (and direction) of this relation. As summarized by Wood
and Gadow (2010), the relation between ASD and anxiety can be characterized in some
combination of three different modalities. First, anxiety can be a direct outcome of the social
deficits of youth with ASD wherein social difficulty leads to eventual anxiety related to social
situations. Anxiety could also serve as a means of increasing symptom severity in such a manner
that the core deficits of ASD are enhanced by underlying anxiety (a factor that could serve to
further ostracize this population). Last, the authors propose that anxiety can also be seen as a
proxy measure of core ASD deficits wherein ASD symptoms correlate with anxious symptoms at
such a high level that the two are difficult to differentiate from one another. While one is
tempted to simplistically assume victimization typically contributes directly to anxiety in this
population, understanding the potentially multifaceted contribution of victimization to the
relation between ASD and anxiety continues to remain a target for investigation.
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When examining the relation between victimization and anxiety disorders among youth
with ASD, the literature unfortunately is very limited. Of the few studies available, an added
challenge has been that many of the studies reviewed assessed for symptoms of anxiety under
general internalizing symptoms. Despite these shortcomings, the recent literature has supported
a strong enough relation between these two constructs to warrant additional investigation, as will
be shown below.
An early investigation of victimization and anxiety among youth with ASD was
conducted in a follow-up to the previously discussed study by Little (2002) by Shtayermman
(2007). This study sought to follow-up with the victimization cohort from Little (2002) and also
incorporated an assessment of anxious symptoms. In the study, the researcher examined the
relation between victimization and outcomes using a small sample of youth with Asperger’s
syndrome (N = 10). The study identified a moderate relation between victimization and both
anxious and depressive symptoms, although the sample size was too small to detect significant
effects. At a more descriptive level, the author identified that 30% of the sample met criteria for
generalized anxiety disorder, and 50% reported significant levels of suicidal ideation. While
these findings do not provide demonstrable proof of a relation between ASD, victimization, and
anxiety, they highlight a theoretical link worthy of further investigation.
A later investigation by Cappadocia, Weiss, and Pepler (2012) examined the relation
between victimization experiences of youth with ASD (at least 80% high-functioning) and both
internalizing and externalizing symptoms based on parent report. The authors identified that
youth with ASD who were victimized were more likely to exhibit hyperactivity, anxiety, selfinjurious behaviors, and stereotyped behaviors. These correlational results further solidify the
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relation between experiencing victimization and anxiety among youth with ASD. The authors
also suggest that the underlying vulnerability of ASD means that many of the relationships are
likely bidirectional, wherein victimization leads to a further decline in functioning which in turn
leads to higher vulnerability and more victimization.
A much larger parent-report study (N = 1,221; ages 6-15) also demonstrated a strong
relation between being victimized and experiencing internalizing problems among an ASD
sample (approximately 60% were high-functioning and the remaining 40% were youth with a
diagnosis of autism which likely included many additional high-functioning children and
adolescents; Zablotsky et al., 2013). The direct outcome variable used in the study was general
internalizing problems (encompassing symptoms of nervousness, sadness, fearfulness, or
withdrawal). While victimization did lead to higher internalizing problems as expected, the
researchers also used maternal reports to evaluate whether the youth in their sample with a range
of comorbid conditions were more likely to be victims, bullies, or bully-victims via logistic
regression. Interestingly, the authors found that the only comorbid conditions that made an
individual more likely to be in the victim group were having ADHD and having depression.
While the authors do not identify the relation between being victimized and experiencing anxiety
directly, as has been found elsewhere, the authors did identify that 14% of their sample reported
that being bullied left them feeling scared for their own safety. The authors also did not utilize
any direct youth reports in this study, which could also contribute to some of the discrepancies in
their findings. Last, some of this discrepancy could also be accounted for by the fact that the
authors are asking a separate question when attempting to understand how past diagnoses are
linked to a victimization role, as past diagnosis does not quantify current functioning. The
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measure of current functioning the authors utilized did identify a relation between victimization
and internalizing problems.
A recent study by Adams, Fredstrom, Duncan, Holleb, and Bishop (2013) also examined
the relation between victimization and internalizing problems utilizing both parent and child
reports among a sample of verbal youth with ASD (N = 54; none have a cognitive impairment
and all were deemed capable of answering questions regarding bullying/victimization). In their
study, the researchers examined parent and youth reports of both bullying and of internalizing
problems (which encompassed symptoms of both anxiety and depression). The authors
identified that parent and child reports of victimization were significantly related across verbal,
physical, and social types of victimization but found that reports of relational victimization were
unrelated across reporters. In order to evaluate how victimization was related to internalizing
problems, the authors used structural equation modeling to test how differing types of
victimization from youth and parents were related to internalizing problems. Importantly, the
authors chose to construct a latent variable for youth internalizing problems that included both
parent and youth reports. The authors also controlled for the impact of ASD symptoms, family
income, and age on internalizing symptoms in all analyses. The authors also found that youth
reports of all types of victimization were directly related to internalizing problems while only
parent reports of child physical victimization were related to internalizing problems. The authors
suggest that this discrepancy between sources could be due in part to the fact that highfunctioning youth with ASD are able to independently socialize with peers and therefore have
experiences with victimization that are outside their parents’ knowledge. The utilization of an
overall latent variable for internalizing problems across sources may also have contributed to the
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lack of a significant relation being found when using parent reports of victimization; other
studies have found that parent reports of victimization are linked to parent-reported child anxious
symptoms (Cappadocia, Weiss, & Pepler, 2012). Regardless of the debate regarding the impact
of reporter, these findings clearly serve to further highlight that youth with ASD who are
victimized are also at-risk for having difficulties with anxiety, although unfortunately the authors
measured anxiety under the umbrella term of more general internalizing problems (Adams et al.,
2013).
In a study examining how different types of victimization were related to self-reported
and parent-reported child symptoms, Storch, Larson, et al. (2012) assessed self-reported
victimization experiences in a sample of youth with ASD and comorbid anxiety. This study was
particularly progressive in that the authors assessed for differing types of victimization and
examined multiple types of anxiety as outcomes. The researchers identified that relational
victimization experiences were related to self-reported panic symptoms, loneliness, and
depressive symptoms. Reputational victimization experiences were related to self-reported panic
symptoms only, and overt victimization was related to self-reported panic symptoms, generalized
anxiety, and social anxiety. The authors hypothesize that the trends observed are likely
indicative of a bidirectional relationship between victimization and adverse outcomes. Due to
the problems youth with high-functioning ASD exhibit regarding social cognition, difficulties
interpreting the legitimacy of overt threats may help explain how such forms of victimization
contribute to a wide range of internalizing problems. Also likely relevant is the role the
underlying pathology of this group plays in reinforcing bullying behavior (e.g., stronger
responses that are reinforcing to bullies, lower likelihood of reporting bullying behavior due to

38

social vulnerability and social deficits). Interestingly, the study also utilized parent ratings of
both child internalizing and externalizing symptoms; however, neither of these ratings was
significantly related to victimization experiences (which were child reported).

The authors also

attempted to evaluate the mediating role of victimization between ASD symptoms and both
internalizing and externalizing symptoms; however, due to the previously noted lack of relation
between victimization and internalizing/externalizing symptoms, these analyses were not
significant.
Other emerging research has also examined the role of victimization experiences in
predicting anxious symptoms using linear prediction methods. Rosbrook and Whittingham
(2010) examined the relation between social problem-solving ability, past teasing experiences,
symptoms of ASD, anxiety, and depression using a general population sample. The researchers
identified that the relation between ASD symptoms and anxiety was mediated by past teasing
experiences. Similarly, the authors found that both social problem-solving ability and past
teasing experiences mediated the relation between ASD symptoms and depressive symptoms.
These results support an independent contribution from victimization experiences to both
anxious and depressive symptoms among individuals who exhibit ASD symptoms, although
these findings are somewhat tempered by the use of a general population sample.
More recently, an unpublished master’s thesis (Elzinga, 2013) investigated the relation
between victimization and internalizing difficulties among a small sample (N = 27) of youth with
ASD. In the study, victimization was tested as a moderator between ASD symptoms and both
anxiety and depression using four separate models derived from parent and youth reports. For all
models ASD symptoms were obtained via parent report; however, two models utilized parent

39

reports of both child victimization and child depression or anxiety, respectively. Two separate
models utilized youth reports of their own victimization as well as feelings of depression or
anxiety, respectively. The only significant effect that emerged showed that child reports of
victimization significantly moderated the relation between ASD symptoms and anxiety, with the
relation between victimization and anxiety being strongest for those with the lowest levels of
ASD symptoms. These results provide some evidence that anxiety may be more related to
victimization for youth who have fewer social deficits. The author also found high parent-child
agreement for reports of victimization (as has been found elsewhere; e.g., Chen & Schwartz,
2012), but did not find high agreement rates for reports of anxiety or depression. In the case of
this study, parent ratings of child anxiety and depression appeared to more highly correlate with
parent ratings of child ASD symptoms, perhaps showing that in this sample, parents’ perceptions
were impacted by their child’s overall presentation.
In contrast to the findings above, the previously discussed study by Sofronoff, Dark, and
Stone (2011) assessed how anxiety, anger, social skills, and social vulnerability functioned to
predict self-reports of bullying in a sample of youth with high-functioning ASD. The authors
found that anxiety, anger, and social skills were significantly correlated with social vulnerability
but not with experiencing bullying directly. Consequently, social vulnerability emerged as the
only significant predictor of bullying experiences in this sample. This finding was explained by
the authors as being potentially due to social vulnerability being a more visible and therefore
more salient predictor of victimization in their sample, although as they acknowledge these
results are contrary to the bullying literature as a whole. The small sample size also could
account for why the relation between victimization and other variables (e.g., anxiety, social
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skills, and anger) did not behave as hypothesized. Despite the mediating variable affecting
significant levels, it is important to note that at a more theoretical level, these results still do
support the overall explanation of why youth with high-functioning ASD are more likely to be
victimized.
As discussed above, a subset of the studies examining victimization experiences among
youth with ASD also identified that victimization was related to both general anxiety
(Cappadocia, Weiss, & Pepler, 2012; Rosbrook & Whittingham, 2010) and specific types of
anxiety (Storch, Larson, et al., 2012). While the literature attempting to understand this relation
is not as established as the general literature examining the victimization of youth with ASD, the
research available highlights that anxiety is clearly an area of concern for this population. It is
important to also note that anxious symptoms have been found to be highly prevalent among
youth with ASD independent of victimization (Gillott, Furniss, & Walter, 2001; Kim, Szatmari,
Bryson, Streiner, & Wilson, 2000) and as discussed above there is still considerable debate
regarding how best to conceptualize anxious symptoms and ASD (Wood & Gadow, 2010).
Perhaps most helpful in understanding the contribution of victimization to the anxiety of youth
with ASD is an examination of how victimization perpetuates negative outcomes at a more
general level in this population.

Conceptualizing Victimization Outcomes for Youth with High-Functioning ASD
The results of the outcome research examining the relation between victimization
experiences of youth with high-functioning ASD and negative outcomes have identified several
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fairly consistent patterns, most notably the relation between victimization experiences, anxiety,
depression, and inappropriate externalizing responses. However, it is important to also consider
that many of these constructs have been shown to be related to ASD independent of
victimization. Loneliness has previously been shown to be highly prevalent among youth with
high-functioning ASD (Bauminger & Kasari, 2000). Depression has been shown to be more
prevalent in this population compared to typically developing peers as well (Kim, Szatmari,
Bryson, Streiner, & Wilson, 2000). Youth with high-functioning ASD have also been
demonstrated to exhibit high rates of anxiety when compared with typically developing youth as
well as youth with other social-emotional difficulties (Green, Gilchrist, Burton, & Cox, 2000;
Humphrey & Lewis, 2008; Kim et al., 2000; van Steensel, Bögels, & Perrin, 2011). Despite
their deficits in social functioning, social anxiety has also been found to be more prevalent
among youth with high-functioning ASD compared to typically developing peers and children
with language impairment (Gillott, Furniss, & Walter, 2001).
Given the base rates of many psychosocial difficulties in ASD populations, a
bidirectional relationship between victimization and relevant correlates appears to fit best with
the current literature (Cappadocia, Weiss, Pepler, 2012; Storch, Larson, et al. 2012). This
bidirectional effect between victimization and a range of negative outcomes can be
conceptualized using a modified version of the reciprocal effects peer interaction model
(REPIM; Humphrey & Symes 2011). Under this model, the core deficits exhibited by youth
with ASD (e.g., low social skills, social naiveté) make them less able to experience interactions
with peers that are of both the quality and frequency experienced by typically developing youth.
This further enhances their already inherent social vulnerability (Humphrey & Symes, 2010b;
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Sofronoff, Dark, & Stone, 2011) and places them at risk for victimization from bullying.
Victimization experiences then further damage their self-concept, increase their anxious and
depressive symptoms, increase social withdrawal, and facilitate the continuation of this cycle.
Conversely, the tendency for the negative experiences of youth with high-functioning ASD to
cause them to withdraw also then limits the ability of their typically developing peers to learn
more about and better understand ASD. This then can serve to continue to facilitate negative
interaction patterns. Under this approach it is possible to understand how many of the
characteristics and underlying problems experienced by youth with ASD can both contribute to
victimization and be exacerbated by victimization experiences; however, further work is needed
to examine how well this model fits all instances of victimization of youth with high-functioning
ASD. Equally important to developing a more in-depth understanding of the risk factors for
victimization among youth with high-functioning ASD is developing an understanding of factors
that may prevent this population from being bullied. Just as risk factors provide practitioners a
means to identify those at-risk and be proactive in coming to their aid, protective factors provide
a means of effectively intervening with those already affected. One theoretical construct that has
been found to buffer typically developing youth from negative outcomes due to victimization
(Davidson & Demaray, 2007) and has shown some promise for youth with ASD (Humphrey &
Symes, 2010a, 2010b) is that of social support.

43

Social Support
Definition of Social Support
Social support is a construct that can be defined as an individual’s perception of the
frequency and importance of supportive social behaviors by an individual or group of individuals
in one’s social network. This perception can be the result of past experiences in which
supportive behaviors were observed or the result of believing support is available (Malecki &
Demaray, 2002). In addition to being categorized based on source, social support can be further
broken down into specific content domains that characterize different types of perceived social
support. Emotional support refers to perceived support that is emotional in nature, such as love
or empathy. Instrumental support refers to perceived support that is based on the availability of
beneficial resources. Informational support refers to support in the form of advice or
information. Last, appraisal support refers to support in the form of feedback that is perceived as
helpful (Tardy, 1985).
The literature regarding the positive effects of perceived social support can be divided
into two subdivisions: research examining the main effect of social support and research
examining the stress-buffering effect of social support (Cohen & Wills, 1985; Thoits, 2011).
First, perceived social support has been shown to be directly associated with a wide range of
positive outcomes including better physical health, fewer depressive symptoms, higher academic
performance, lower social maladjustment, higher self-efficacy, and increased school engagement
(Brewster & Bowen, 2004; Demaray & Malecki, 2002; Demaray, Malecki, Davidson, Hodgson,
& Rebus, 2005; Helsen, Vollebergh, & Meeus, 2000; Lakey & Cronin, 2008; Rosenfeld,
Richman, & Bowen, 2000; Uchino, Cacioppo, & Kiecolt-Glaser, 1996).
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In addition to perceived social support being related to many positive outcomes, it has
also been shown that social support functions as a protective factor for vulnerable individuals by
acting as a buffer between risk factors and their associated negative outcomes. Early examples
of this buffering effect of perceived social support were observed when examining how social
support protected against the development of a wide variety of negative outcomes in response to
life stress (Cobb, 1976). This buffering effect of social support has not always been consistently
observed (Cohen & Wills, 1985; Thoits, 2011); however, many subsequent studies have also
found that perceived social support does effectively serve as a buffer between individual risk
factors and negative outcomes. As examples, perceived social support from parents and peers
has been shown to buffer middle-school students of low socioeconomic status from diminished
academic achievement (Malecki & Demaray, 2006). Total perceived social support from peers
and parents has also been found to buffer Chinese youth from depressive symptoms in the
presence of life stress (Cheng, 1997). Perceived social support has been shown to buffer both
male and female adolescents who experience dating violence victimization from developing
anxiety/depression (Holt & Espelage, 2005). Perceived support from peers has also been shown
to buffer children from negative outcomes associated with family discord (Wasserstein & La
Greca, 1996).
At a more theoretical level, this buffering effect can be thought of in terms of its core
mechanisms. First, when a significantly adverse event occurs or is occurring, available sources
of support often become enacted, meaning that individuals in one’s network actively respond to
the adversity an individual experiences.

This increase in received support also has the

secondary benefit of reinforcing an individual’s perception that social support is available to him
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or her when needed. Through this receipt of support the supported individual is able to better
handle the adverse situation than an unsupported individual would be (Thoits, 2011). It is
therefore important to assess the buffering effect of social support within the context of an
individual’s larger social environment in order to account for such important factors as type of
stressor, type of support received in response to a given stressor, source of support, and negative
outcomes associated with a given stressor of interest. As will be discussed, the literature
regarding victimization and social support has begun to examine these factors to better
understand how social support may buffer victimized youth from relevant negative outcomes.

Social Support and Victimization
Under the social-ecological framework for conceptualizing victimization, bullying and
victimization behaviors can be seen as the result of a complex interaction of individuals with
their environment (Espelage & Swearer, 2003). It is therefore not surprising that perceived
social support has begun to be investigated in terms of its relation to the experiences of victims,
bully-victims, and bullies (e.g., Demaray & Malecki, 2003; Jenkins & Demaray, 2012).
Separate, but related to this concept, is the ability of perceived social support to buffer
individuals who experience victimization from the many adverse outcomes that have been shown
to be associated with victimization. This too has begun to be examined in the literature (e.g.,
Davidson & Demaray, 2007; Holt & Espelage, 2007; Rigby, 2000); as is the case regarding the
general literature that has examined social support as a buffer, the results are unfortunately
somewhat less consistent.
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In an early examination of the relation between experiences of victimization and social
support, Furlong, Chung, Bates, and Morrison (1995) examined differences between a group of
students who had experienced multiple instances of victimization (n = 388) and a group who had
experienced no victimization (n = 928). The researchers found that the victimization group was
more likely to report experiencing less social support from both peers and teachers, providing
evidence of the vulnerability to victimization the perceived lack of support from these two
sources appears to confer.
Rigby (2000) also identified a low but significant negative correlation between
victimization experiences and overall social support for both male and female students in a large
Australian sample of adolescents (N = 845). Also identified were effects of specific sources of
social support on victimization. For female students, perceived support from classmates, close
friends, and teachers were found to be negatively related to victimization. For males, this was
true for classmates and close friends only. Overall social support and overall victimization were
also shown to be significantly related to anxiety, depression, and social dysfunction for both
male and female students. Despite these relations and the relation between social support and
victimization, the study did not identify that overall social support functioned as a buffer
between victimization experiences and the previously mentioned negative outcomes. Instead the
study found that both victimization and social support were best represented as independent
predictors of social-emotional distress in this sample.
Also relevant to the understanding of how social support and victimization from bullying
are related is elucidating how this relation differs depending on both bullying role and source of
social support. Demaray and Malecki (2003) examined differences between middle and high
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school students who were bullies, victims, bully-victims, and uninvolved in
bullying/victimization (N = 681). Additionally, the sample was examined in terms of both the
frequency and importance of perceived social support from different sources. In terms of
frequency, the comparison group perceived significantly higher parent support than bullies or
bully-victims. They perceived significantly higher teacher support compared to bullies. Both
the comparison and bully groups were found to perceive significantly higher classmate support
compared to victims and bully-victims. Last, the comparison group perceived significantly
higher support from their school compared to bully-victims. Regarding importance, the victims
and bully-victims were found to rate parent and teacher support as significantly more important
than the comparison group. Bully-victims rated classmate and close-friend support as
significantly more important than bullies or the comparison group and victims rated classmate
and close-friend support as significantly more important than the bully group. The collective
results of this study are illustrative of the relation between bullying and social support as well as
how this relation is further governed by both bullying role and the perceived frequency and
importance of social support from different sources. For the purposes of the present discussion it
is especially noteworthy that this study suggests victims lack support from classmates and also
place high value on social support from both classmates and teachers.
As previously mentioned, the negative relation between social support and experiences of
victimization has also led researchers to examine social support as a buffer between
victimization and negative outcomes. An early example of this effect was found in a
longitudinal study that examined teacher ratings of youth internalizing and externalizing distress
in response to victimization (Hodges, Boivin, Vitaro, &, Bukowski, 1999). While the authors
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did not assess social support directly, they found that the quality of a mutual friendship affected
the relation between victimization and internalizing problems. Youth who self-reported having a
highly protective friendship did not develop internalizing problems as a result of victimization;
however, youth who had no such friendship showed increases in internalizing problems as a
result of victimization from bullying.
In a sample of middle-school students (N = 355), Davidson and Demaray (2007)
examined the moderating effect of social support on the relation between victimization
experiences and both internalizing and externalizing distress. For female students, parent
support was found to buffer victimized students from internalizing distress. For male students the
same was true with teacher, classmate, and school support. Interestingly, social support was not
found to function as a buffer between victimization and externalizing problems in the manner
predicted, and classmate support was even found to be positively related to externalizing
problems among females. While social support did not buffer victimized youth from
externalizing problems in this study in the manner expected, an earlier investigation by Prinstein,
Boergers, and Vernberg (2001) found that perceived social support from close friends did buffer
victimized youth from externalizing problems. This effect was found to operate independent of
gender and was in the direction expected (i.e., higher social support led to fewer externalizing
symptoms).
Another similar study examined the relation between social support and different
bullying roles and also examined the ability of social support to buffer middle- and high-school
students (N = 784) who were involved in bullying/victimization from experiencing
anxiety/depression (Holt & Espelage, 2007).

The authors identified that students who were
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uninvolved in bullying/victimization perceived higher levels of social support from peers and
their mothers compared to victims and bully-victims, but not bullies. The authors also found
mixed results regarding the ability of perceived peer social support to buffer students involved in
bullying/victimization from anxiety/depression. For bullies, low levels of social support were
associated with the most anxious/depressive symptoms. For victims and bully-victims the
opposite was true; high social support was associated with higher anxious/depressive symptoms.
For all groups, moderate amounts of peer social support were associated with the lowest levels of
anxious/depressive symptoms while perceived maternal social support was found to be
ineffective in buffering youth from experiencing anxiety/depression. For victimized youth in
particular, the results of this study highlight that appropriate levels of peer social support can be
protective from anxiety/depression as a result of victimization. The finding that moderate levels
of support were the most protective is especially interesting and is an important target for future
investigation.
In contrast to the body of findings presented above, a large-scale study examining the
effects of victimization on British adolescents (N = 1,794) did not find that social support was
related to positive adjustment. In their study, Rothon, Head, Klineberg, and Stansfeld (2011)
examined depression, victimization, academic achievement, and social support. The authors
found that depressive symptoms due to victimization were unaffected by either parent support or
peer support in either males or females. The results of this study are difficult to interpret,
especially in light of the fact that social support was found to be positively related to academic
achievement in the sample and therefore did function as predicted in that respect. One potential
explanation for why this study contrasted with others in the literature may be due to the fact that

50

students’ victimization experiences were assessed using responses on a single item, which may
not capture as many victimization experiences as a full victimization rating scale. Also possible
is that depressive symptoms were underreported in the study sample.
While methodological differences complicate comparison between studies, perceived
social support (particularly from peers) has been demonstrated to moderate the relation between
victimization and internalizing problems (Davidson & Demaray, 2007; Hodges et al., 1999; Holt
& Espelage, 2007). Evidence also exists that for other bullying roles (e.g., bullies, bully-victims)
social support may behave differently both in terms of what sources of support are perceived
most frequently as well as how differing sources of social support are valued. Last, gender may
affect the ability of perceived social support to moderate the relation between experiencing
victimization and negative outcomes. Due to the relatively few studies that have investigated
this, further examining these effects remains an important target for future research, as does
examining how social support may function as a buffer for other groups who have been shown to
be especially vulnerable to victimization, such as youth with high-functioning ASD.

Social Support, Victimization, and High-Functioning ASD
As previously discussed, social support from parents, teachers, and peers has been shown
to be related to a range of positive outcomes. Of specific relevance to this discussion, social
support has been demonstrated in some instances to be an effective buffer between victimization
experiences and some of the adverse social/emotional experiences that accompany them.
However, among youth with high-functioning ASD, for whom social deficits are a core
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component of their presentation, it remains to be seen to what extent the positive effects of social
support translate to this population. For example, youth with ASD tend to have fewer friends,
higher levels of loneliness, and more limited social networks (Bauminger & Kasari, 2000;
Chamberlain, Kasari, & Rotheram-Fuller, 2007). Youth with ASD have also been found to
interact less with peers than matched students without ASD (Wainscott et al., 2008). To further
complicate matters, youth with high-functioning ASD do not always show the same desire for
friendship as do typically developing children and may base friendship off of shared interests
rather than emotional attachment (Church, Alisanski, & Amanullah, 2000).
In a previously discussed study focusing on victimization experiences of youth with
ASD, the effects of social support were examined by comparing the victimization experiences of
students with ASD to those of students with dyslexia and to those of typically developing peers.
Youth with ASD were found to experience higher levels of victimization and lower levels of
social support from classmates and parents/caregivers compared to the other two groups
(Humphrey & Symes, 2010b). Interestingly, no significant differences were noted between the
three groups (ASD, dyslexia, typically developing peers) regarding perceived teacher support, a
finding that is especially unique given that two of the three groups received additional
educational supports at school due to their identified disabilities. The study also identified that
peer support alone was a significant predictor of frequency of victimization, controlling for
group membership.
A study examining the relationship between loneliness and social support among
adolescent boys with ASD also identified a similar trend (Lasgaard, Nielsen, Eriksen, &
Goossens, 2010). Loneliness was found to be significantly and negatively related to both parent
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and peer social support, a finding that is particularly important given that other work has
identified that lower social support may make youth more vulnerable to victimization (Newman,
Holden, & Delville, 2005). Social vulnerability, which can be conceptually related to loneliness,
has also been found to be related to victimization experiences of youth with ASD (Sofronoff,
Dark, & Stone, 2011). Additionally Lasgaard et al. (2010) identified that having two or more
siblings was an important factor that prevented the development of loneliness in their sample,
indicating that sibling support may be an important source of support to consider when assessing
youth with ASD.
In contrast to these findings, an earlier examination of how victimization related to
outcomes for youth with ASD found that support from peers was unrelated to anxiety or
depression in their sample (Kelly, Garnett, Attwood, & Peterson, 2008). The authors also
identified that family conflict was more highly related to anxiety and depression than was family
support. These findings appear then to indicate that negative influences outweigh positive
influences when it comes to predicting social-emotional well-being for youth with ASD, an
effect that must be further explored when attempting to better understand the role of social
support in protecting this vulnerable population.
The literature regarding victimization and social support among youth with ASD, while
very small, has begun to reveal findings that are consistent with the respective literature on both
social support and victimization. The social presentation of youth with high-functioning ASD
has been shown to make them more likely to be victimized by their peers (Humphrey & Symes,
2010b; Little, 2002; Wainscott et al., 2008). Social support from peers and parents has also been
shown to be negatively related to victimization of youth with ASD. As is the case for typically
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developing youth, better understanding how social support from specific sources is related to the
victimization experiences of youth with ASD continues to be an important target for future
research. The link between ASD and victimization also underscores the need for the
development of interventions to protect victimized youth in this population from adverse
outcomes. While social support clearly plays a protective role in regards to victimization of
youth with ASD, it remains to be seen if it also can buffer those who are bullied from the
negative psychosocial correlates typically associated with such experiences, most notably
anxiety.
Research Questions and Predictions
As this review has indicated, the relation between victimization and high-functioning
ASD has now begun to be well established; however, several key aspects of this relation
continue to require further investigation. It remains important to continue to identify the specific
factors that contribute to the unique risk for victimization that this population possesses.
Similarly, better understanding how victimization relates to outcomes in this population is
necessary since the social deficits of ASD may moderate the relation between victimization and
common psychosocial correlates (e.g., anxiety) for this group. Also of importance for educators
and researchers is establishing a means of protecting this vulnerable population from
victimization; therefore, the potential protective role of social support from peers, teachers,
parents, and close friends also is an important candidate for further investigation. Therefore,
this study was constructed to answer the following research questions:
1.

What is the parent-child agreement rate on reports of child victimization experiences and

reports of child anxiety? Do ASD symptoms moderate parent-child agreement rates? Despite
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the growing number of studies confirming the relation between victimization and highfunctioning ASD, often researchers continue to rely solely on reports from a single source. The
handful of research studies that have compared parent and child reports have yielded high
agreement rates on reports of victimization in this population (Chen & Schwartz, 2012;
Kloosterman et al., 2013); however, parent-child agreement rates on reports of youth anxiety
have shown more variability (Storch, Ehrenreich-May, et al., 2012a). Based on the available
literature, it is hypothesized that there will be a high positive relation between parent and child
reports of child victimization and a modest positive relation between parent and child reports of
child anxiety.
Also examined for exploratory purposes will be how parent-child agreement rates for
both youth victimization and youth anxiety differ depending on level of ASD symptoms.
Previous work (Elzinga, 2013) identified that youth with more symptoms of ASD had higher
rates of parent-child agreement regarding reports of victimization. This same moderating effect
will also be tested in this study for exploratory purposes separately for both victimization and for
anxiety.
2.

Do difficulties with socialization and restricted behaviors make youth with high-

functioning ASD vulnerable to victimization from peers? Emerging research has begun to
examine the specific aspects of the presentation of youth with high-functioning ASD that make
them more or less likely to be victimized by peers (Hebron & Humphrey, 2013; Sterzing et al.,
2012). This study seeks to add to this literature by examining how the core deficits of ASD
(social communication and interaction, restricted interests and repetitive behavior) may be
differentially related to being bullied by peers. As suggested by the majority of the literature on
the victimization of students with high-functioning ASD, difficulties with communication and
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socialization appear to confer this population’s key vulnerability to victimization. Results are
more mixed regarding how more overt behaviors relate to victimization, with some studies
identifying that students with observable disabilities are less likely to be victimized (Hebron &
Humphrey, 2013; Sterzing et al., 2012) and others finding the exact opposite to be true (Rose,
Monda-Amaya, & Espelage, 2011). Because the study sample is verbal and capable of
answering questions regarding victimization (and therefore presumed to be high-functioning) it
is expected that difficulties with socialization and communication will be their primary area of
weakness. Findings regarding the direction of the relation between ASD symptom severity and
victimization have varied somewhat (e.g., Elzinga, 2013; Nowell, Brewton, & Goin-Kochel,
2014; Rowley et al., 2012) and must be conceptualized relating to youth with high-functioning
ASD only to make predictions for the current investigation. Based on the findings of the study
most similar in methodology to the present investigation (Elzinga, 2013), as well as the relation
identified between victimization, higher cognitive abilities, and a less severe ASD presentation in
a study with a mean IQ of 88 (Nowell, Brewton, & Goin-Kochel, 2014), it is predicted that in the
present sample both socialization/communication and restricted interests/repetitive behaviors
will be significantly positively related to victimization. It is also expected that
socialization/communication will be more strongly related to reports of victimization.
3.

Do specific social skills make youth with high-functioning ASD vulnerable to

victimization from peers? To attempt to answer this question, the relation between discrete
social skills (communication, cooperation, empathy, assertion, self-control, responsibility, and
engagement) and victimization will be examined. Previous work with youth with ASD has
found that both empathy and assertiveness are related to social anxiety in this population
(Bellini, 2004; 2006), and while no reports of victimization experiences were obtained,
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victimization could in part explain this relation. Assessment of general social skills have also
established a relation between social skill deficits, lower social acceptance (Viecili, Weiss,
Lunsky, & Shupak, 2010), and higher social vulnerability (Sofronoff, Dark, & Stone, 2011)
among youth with ASD. Therefore, based on the limited literature available, it is predicted that
social skills will be negatively related to victimization. Because empathy and assertiveness have
been identified as being explicitly related to negative outcomes for youth with ASD (Bellini,
2004; 2006), it is predicted that these two scores will emerge as being strongly and negatively
related to victimization.
4.

How are different sources of social support related to victimization among youth with

high-functioning ASD? It has been suggested that social support from parents, teachers, and
peers represents a potential candidate for intervening to prevent victimization of youth with highfunctioning ASD (Humphrey & Symes, 2010a), as has been found among typically developing
students (Davidson & Demaray, 2007). Among youth with ASD, social support from peers has
been found to be related to experiencing less victimization (Humphrey & Symes, 2010a).
Hebron and Humphrey (2013) also identified that having more supportive relationships at school
in general, as well as having parents who are more engaged with school, led to fewer parent and
teacher reports of youth victimization. Research has also identified that the tendency for youth
with ASD to seek out support in response to victimization is related to the perceived efficacy of a
given source of support (Humphrey & Symes, 2010b), likely making different sources of
different value depending upon the individual. Based on the available literature it is predicted
that social support from classmates, teachers, friends, parents, and the whole school will all be
significantly and negatively related to victimization.
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5.

How is victimization related to different types of anxiety among youth with high-

functioning ASD? While multiple studies have identified a relation between victimization and
anxiety (Cappadocia, Weiss, & Pepler, 2012; Elzinga, 2013), little work has been done to
examine the relation between victimization and differing types of anxiety (Storch, Larson, et al.,
2012). The one study found that examined this relation identified that overall victimization was
related to symptoms of panic and that overt victimization was additionally related to generalized
anxiety, OCD symptoms, and social anxiety. Based on the limited findings available it is
hypothesized that victimization will be related to social anxiety, separation anxiety, obsessions
and compulsions, physical symptoms, and harm avoidance.
6.

Do total ASD symptoms moderate the relation between victimization and overall anxiety

for youth with high-functioning ASD? The literature on victimization among youth with highfunctioning ASD has identified that youth with high-functioning ASD who experience
victimization also often have difficulties with anxiety (Cappadocia, Weiss, & Pepler, 2012;
Storch, Larson, et al., 2012b). Among a general population sample of college students,
experiences of past teasing were also found to mediate the relation between ASD symptoms and
anxiety (Rosbrook & Whittingham, 2010); however, a similar model testing victimization as a
mediator between ASD symptoms and anxiety among a sample of school-age youth with ASD
did not find a significant effect for mediation (Storch, Larson, et al., 2012). Previous work has
also identified that victimization effectively moderated the relation between ASD symptoms and
symptoms of anxiety using a small sample of middle- and high-school students (Elzinga, 2013).
Clearly more work is needed to understand how the relation between victimization and anxiety is
affected by an adolescent’s ASD presentation. It is hypothesized that ASD symptoms will
significantly moderate the relation between victimization and anxiety, with fewer ASD
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symptoms leading to a stronger positive relation between victimization and anxiety. Thus, it is
predicted that youth participants who experience high levels of victimization and have low levels
of ASD symptoms will report more anxiety than participants who experience high levels of
victimization and have high levels of ASD symptoms. This predicted moderation pattern is
shown in Figure 1.
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Figure 1. The predicted moderating effect of ASD symptoms in the relation between
victimization and anxiety (for both parent and child models).

7.

Do overall social skills moderate the relation between victimization and anxiety for youth

with high-functioning ASD? Deficits in social skills have been found to be related to both
anxiety (Bellini, 2004, 2006) and victimization (Sterzing et al., 2012) within the ASD
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population. Because an assessment of social skills will likely capture a youth’s ASD symptoms
using a different conceptualization, this study will seek to also test whether total social skills
effectively moderate the relation between victimization and anxiety for youth with highfunctioning ASD. As was the case with the moderation model examining ASD symptoms as a
moderator, it is predicted that higher overall social skills will lead to a stronger positive relation
between victimization and anxiety. More specifically, it is predicted that youth who experience
high levels of victimization and have high social skills will report experiencing higher levels of
anxiety compared to those who experience high levels of victimization and have low social
skills. This predicted moderation pattern is shown in Figure 2.
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Figure 2. The predicted moderating effect of social skills in the relation between victimization
and anxiety (for both parent and child models).

60

8.

Does social support serve as a buffer between victimization and anxiety for youth with

high-functioning ASD? Among typically developing children and adolescents, social support
has been shown to function as an effective buffer between victimization and internalizing
problems, including anxiety (Davidson & Demaray, 2007; Holt & Espelage, 2007). Among
youth with ASD, social support from peers has been shown to be related to experiencing less
victimization (Humphrey & Symes, 2010a). The same has also been found to be true with social
support from parents and the whole school (Hebron & Humprey, 2013). While conceptually
these findings do not directly test social support as a buffer, they do highlight that there is a
relation between social support and victimization in this population. Given that social support
has been shown to effectively buffer typically developing youth from developing internalizing
problems, and given that victimization has been shown to be related to anxiety among youth with
ASD (Cappadocia, Weiss, & Pepler, 2012; Shtayermman, 2007; Storch, Larson, et al., 2012), it
is sensible to also examine whether the buffering hypothesis of social support also holds true for
youth with high-functioning ASD. It is hypothesized that social support will significantly
moderate the relation between victimization and anxiety among youth with ASD. It is expected
that victimization and anxiety will be more strongly positively related for individuals who have
the low levels of perceived social support. Therefore, it is hypothesized that youth who
experience high levels of victimization and have low levels of social support will report
experiencing more anxiety than individuals with high levels of victimization and high levels of
social support.

This predicted moderation pattern is shown in Figure 3.
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Figure 3. The predicted moderating effect of social support in the relation between victimization
and anxiety (for both parent and child models).

METHODOLOGY

Participants
The current research study included 30 parent-youth dyads from the midwestern United
States. Youth participants had a parent-reported diagnosis of autism spectrum disorder and had
been endorsed by parents as being capable of understanding three sample questions from the
RBVS Victimization Scale. IRB approval (see Appendix A), consent from parents for their own
participation (see Appendix B), assent from youth participants (see Appendix D), and parent
permission for child participation (see Appendix C) were all obtained prior to data collection.
Participants were recruited via local clinical settings that serve ASD populations, from a
participant pool in a previous study (Elzinga, 2013), and by electronic postings via email and
websites for ASD-related parent support groups. Demographic information for all participants
included in the study can be found in Table 1, broken down by middle or high school level. For
added descriptive data, Table 2 reflects frequencies of responses regarding youth and parent
feelings about disclosure of ASD diagnoses.
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Table 1
Demographic Characteristics by School Level
Middle
School
n
12

%
100%

High
School
n
18

%
100%

Total
N
30

%
100%

Male
Female

11
1

91%
8%

17
1

94%
6%

28
2

93%
7%

6th
7th
8th
9th
10th
11th
12th

3
6
3

25%
50%
25%
3
7
4
4

17%
39%
22%
22%

3
6
3
3
7
4
4

10%
20%
10%
10%
23%
13%
13%

Caucasian
Asian American
Hispanic American
Other
Missing
Reported as High-Functioning
Reported as not being HighFunctioning
Don’t know if child is highfunctioning
Reported as being of average
intelligence
Reported as not being of average
intelligence
Don’t know if child is of
average intelligence
Autism Spectrum Diagnosis
Asperger’s Syndrome
PDD-NOS
Autism
Autism Spectrum Disorder
Level of Inclusion
0%

9
0
0
1
2
11

75%
0%
0%
8%
17%
92%

14
0
0
2
2
16

78%
0%
0%
11%
11%
89%

23
0
0
3
4
27

77%
0%
0%
10%
13%
90%

0

0%

1

6%

1

3%

1

8%

1

6%

2

7%

9

75%

13

72%

22

73%

0

0%

5

28%

5

16%

3

25%

0

0%

3

10%

3
2
5
2

25%
16%
41%
16%

10
2
6
0

56%
11%
34%
0%

13
4
11
2

43%
13%
37%
7%

0

0%

2
11%
2
7%
(continued on following page)

Total
Gender

Grade

Ethnicity

Table 1. Continued.

10%
20%
30%
40%
50%
60%
70%
80%
90%
100%
Percentage of time child has
one-to-one aide
0%
10%
20%
30%
40%
50%
60%
70%
80%
90%
100%
Missing
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Middle
School
n

%

High
School
n

%

Total
N

%

0
0
2
2
0
1
0
0
1
4

0%
0%
17%
17%
0%
-8%
0%
0%
8%
33%

0
0
1
0
1
0
1
1
3
9

0%
0%
6%
0%
6%
0%
6%
6%
17%
50%

0
0
3
2
1
1
1
1
4
13

0%
0%
10%
7%
3%
3%
3%
3%
13%
43%

7
1
1
0
0
0
0
0
0
0
1
2

58%
8%
8%
0%
0%
0%
0%
0%
0%
0%
8%
17%

11
1
1
0
1
1
0
0
0
1
1
1

61%
6%
6%
0%
6%
6%
0%
0%
0%
6%
6%
6%

18
2
2
0
1
1
0
0
0
1
2
3

60%
7%
7%
0%
3%
3%
0%
0%
0%
3%
7%
10%
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Table 2
Feelings Regarding ASD Diagnoses

Total
How well does your child accept his
or her ASD diagnosis
Does not accept
Accepts a little
Accepts
Completely Accepts
Doesn’t know
Missing
How important is your child’s ASD
diagnosis to his or her identity?
Not Important
A little important
Important
Very Important
N/A
How often does your child disclose
their ASD diagnosis to peers
Never
Sometimes
Often
Almost Always
N/A
How often do you think peers accept
your child’s ASD diagnosis
Never
Sometimes
Often
Almost Always
N/A
How well do you (parent) accept
your child’s diagnosis?
Don’t accept
Accept a little
Accept
Completely Accept

Middle
School
n
12

%
100%

High
School
n
18

%
100%

Total
N
30

%
100%

0
1
5
4
1
1

0%
8%
42%
33%
8%
8%

0
3
7
7
1
0

0%
17%
39%
39%
6%
0%

0
4
12
11
2
1

0%
13%
40%
37%
7%
3%

3
6
2
0
1

25%
50%
17%
0%
8%

0
5
8
4
1

0%
28%
44%
22%
6%

3
11
10
4
2

10%
37%
33%
13%
7%

4
5
1
0
2

33%
42%
8%
0%
17%

3
10
4
0
1

17%
56%
22%
0%
6%

7
15
5
0
3

23%
50%
17%
0%
10%

0
3
4
3
2

0%
25%
33%
25%
17%

0
12
2
2
2

0%
67%
11%
11%
11%

0
15
6
5
4

0%
50%
20%
17%
13%

0
0
1
11

0%
0%
8%
92%

0
0%
0
0%
1
6%
1
3%
2
11%
3
10%
15
83%
26
87%
(continued on following page)

Table 2. Continued.

How often do you (parent) disclose
your child’s ASD diagnosis to others
Never
Sometimes
Often
Almost Always
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Middle
School
n

0
5
4
3

%

High
School
n

%

Total
N

%

0%
42%
33%
25%

0
6
5
7

0%
33%
28%
39%

0
11
9
10

0%
37%
30%
33%

Measures

Child and adolescent study participants completed three measures: a rating scale that
measures youth experiences of victimization from bullying within the last month, a rating scale
that measures youth anxiety based on types of anxiety, and a rating scale that measures the
frequency and importance of social support from different sources. Parents of youth participants
completed a parent version of a rating scale that measures youth victimization experiences within
the last month, a measure of their child’s level of ASD symptomatology, a rating scale that
measures their child’s overall social skills, and a rating scale that provides an index of their
child’s anxious symptoms based on types of anxiety.
Parents also completed one miscellaneous descriptive data questionnaire that asked them
to provide information about their child’s race/ethnicity, age of first ASD diagnosis, current
medical/educational diagnoses, individualized education plan, friends at school and outside of
school, mode of transportation to school, behavior regarding disclosure of their child’s diagnosis,
and perceptions regarding their child’s diagnosis. Additional questions were also included to ask
parents if their child had a comorbid cognitive impairment and if their child was considered high
functioning. Parents were also asked to rate the percentage of time spent being educated with
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general education peers using an 11-point scale ranging from 0% to 100%. Parents were also
asked whether or not their child attended an alternative school or therapeutic day school and
whether or not their child received support from a 1:1 teaching assistant at school. These
demographic data were collected for descriptive purposes and were not utilized in study
analyses.
Frequency of Being Bullied
The Victimization Scale of the Reynolds Bully Victimization Scale (hereafter referred to
as the RBVS; Reynolds, 2003) was utilized to measure child perceptions of experiences of
victimization from peers.

The Victimization Scale is calculated from 23 of the 46 items of the

Reynolds Bully Victimization Scale and asks questions related to both physical and relational
forms of victimization that have been experienced within the last month. This measure was
chosen for use with youth with ASD because it asks about experiences of victimization from
bullying using concrete examples (e.g., Some kids broke something of mine). Youth answer
these questions using the responses “Never, Once or Twice, Three or Four Times, and Five or
More Times.” Overall victimization raw scores can then be converted to T scores based on
respondent age. T-scores of 56-63 fall in the “Clinically Significant” range, scores from 64-68
fall in the “Moderately Severe” range, and scores of 69 and above fall in the “Severe” range.
The standardization sample for the Reynolds Bully Victimization Scale consisted of
2,405 students in grades 3-12. Regarding psychometric properties, reliability measured using the
normative sample was high with an alpha of .93 and was equally high with an alpha of .93 for
both males and females. Test-retest reliability for the RBVS Victimization Scale was found to
be moderately high with a test-retest reliability coefficient of .80. Evidence also exists regarding
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the validity of the RBVS. High teacher-student agreement was found when comparing teacher
and student reports of victimization using the development sample (r = .43; p < .001). The
Victimization Scale also shows a low correlation with the Beck Youth Inventories of Emotional
and Social Impairment (Beck, Beck, & Jolly, 2001; r = .32, p < .001).
An adapted version (referred to as RBVS-Parent) of the Victimization Scale using
minimal rewording to make it appropriate for parent participants was also utilized in the study
(e.g., “Some kids broke something of mine” reworded as “Some kids broke something that
belongs to my child”). Minimal rewording of the original measure directions was necessary to
make the measure appropriate for parents. The Victimization Scale-Parent has been previously
shown to correlate highly with the RBVS (r = .687, p < .01) and to have a high alpha (α = .98;
Elzinga, 2013). Internal consistency and factor structure of the RBVS-Parent were also
evaluated as preliminary analyses in the current investigation.
Symptoms of Autism Spectrum Disorder
In order to obtain a measure of the specific social and behavioral impairments
characteristic of autism spectrum disorder, parent participants completed the School-Age version
of the Social Responsiveness Scale – Second Edition (SRS-2; Constantino & Gruber, 2012). The
SRS-2 School-Age is a 65-item rating scale for youth ages 4 through 18 that asks a parent or
caregiver to rate their child or adolescent’s behavior over the last 6 months. On this measure,
parents read a series of statements and are asked to rate how true that statement is for their child
using the responses “Not True, Sometimes True, Often True, and Almost Always True.” The
School-Age version was normed using a sample of 1,014 children and adolescents that
adequately reflected national demographics for gender, ethnicity, and educational level. The
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measure also boasts a high level of reliability with alphas ranging from .92 to .97 across grade
levels for parent report and an overall alpha of .95. Interrater agreement was also high with a
total r of .61.
Responses yield raw scores that can then be converted to T scores, which are broken
down based on parent vs. teacher report and by gender. The SRS-2 responses are used to
calculate an overall total score which gives an overall estimate of a youth’s social
communication deficits. Scores can also be utilized to calculate treatment scale scores in the
areas of social awareness, social cognition, social communication, social motivation, and
restricted interests and repetitive behavior. While these scores may aid in the qualitative
description of an individual’s specific deficits, these scores are not supported by an underlying
factor structure and are typically not utilized for research purposes. Additionally, the SRS-2
includes two subscales compatible with the DSM-5 that measure deficits related to the specific
areas of both social communication and interaction and restricted interests and repetitive
behavior. The social communication and interaction score is obtained from 53 items of the SRS2 and the remaining 12 items comprise the restricted interests and repetitive behavior. These
scores are consistent with the criteria for autism spectrum disorder in the DSM-5 and have been
shown via confirmatory factor analysis to adequately measure the separate domains of ASD.
More specifically, a two-factor model showed an adequate fit using both a large clinical dataset
(N = 4,891; chi square - 61,709, p <.001; RMSEA - 0.078, CFI - .708) and the standardization
sample for the School-Age form (N = 1,011; chi square - 6,064, p < .001; RMSEA - 0.045; CFI –
0.882).
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Additional evidence of the validity of the SRS-2 also exists when examining its ability to
differentiate ASD from non-ASD. Receiver operating characteristic analysis using a dataset of
7,921 total parent reports found that a raw score of 62 yielded .92 sensitivity and .92 specificity
when differentiating youth with ASD from typically developing peers (area under the curve =
.968). A slightly lower and more interpretable cut score also identifies that a total raw score of
60 (T score of 60 for males, 63 for females) obtained a sensitivity of .93 and a specificity of .91
(area under the curve = .968). These results highlight the ability of the SRS-2 to differentiate
ASD from non-ASD and the utility of the SRS-2 as a means of quantifying symptoms of ASD.
For screening purposes the SRS-2 manual identifies additional higher cut scores that may guard
against over identification in both school and clinical settings. Because the current study was not
focused on prevalence and because the present sample is comprised solely of youth with a
parent-reported ASD diagnosis, all study participants were included in the final study sample
regardless of the SRS-2 Total T Score they obtained. This allowed for maximum variability in
ASD symptom levels among the study sample, which was beneficial due to the multiple analyses
in which ASD symptoms were tested as a moderating variable.

Social Skills
In order to obtain a measure of overall social skills, the Social Skills Improvement
System Rating Scales – Parent form was given to parent participants (SSIS-P; Gresham &
Elliott, 2008). The SSIS measures overall social skills and problem behaviors and also breaks
both social skills and problem behaviors down into more specific subscales. For the purposes of
the present study, only the social skills portion of the measure was utilized. Scores on the SSIS
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Rating Scales are converted to standard scores which have a mean of 100 and a standard
deviation of 15. For the purposes of the present study, the Social Skills Scale score as well as the
scaled scores for the specific social skills subscales (Responsibility, Empathy, Communication,
Cooperation, Assertion, Engagement, and Self-Control) were used in all study analyses. A
confirmatory factor analysis supports this seven-factor structure for social skills and identifies
adequate fit for this model.
There is also evidence supporting the reliability of the SSIS with alphas for total social
skills and all social skills subscales ranging from .73 to .95 for parent forms. The Social Skills
Scale has also been shown to have high test-retest reliability for both parent and student forms
with r’s ranging from .76 to .86 for the parent form. The SSIS also has evidence supporting its
validity. The measure was developed by taking into account the extensive research literature
regarding social skills. The measure is also derived from the Social Skills Rating System
(Gresham & Elliott, 1990), a previously validated measure of social skills for school-age youth.
Convergent validity has been demonstrated by correlations between matched parent and teacher
ratings across the social skills subscales of the SSIS for ages 5-12 and 13-18 which range from
.23 to .37. The SSIS Social Skills Scale score has also been shown to highly correlate with other
validated measures of social skills, such as the social skills subscale of the Behavioral
Assessment System for Children – Second Edition (Reynolds & Kamphaus, 2004), with
corrected r’s ranging from .57 to .80.
Perceived Social Support
To obtain an understanding of youth participants’ perceived levels of social support,
youth participants completed the Child and Adolescent Social Support Scale (CASSS; Malecki et
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al., 2000). The CASSS consists of five subscales that each consist of 12 items and each measure
social support from a different source (parent, teacher, classmate, close friend, school). Each
subscale item asks the rater to rate both the frequency and importance of a given type of social
support. Frequency is rated using a 6-point scale ranging from 1 (Never) to 6 (Always).
Importance is rated using a 3-point scale ranging from 1 (Not Important) to 3 (Very Important).
Subscale items are further broken down into specific types of social support. The CASSS
measures perceived social support based on type by devoting three items of each subscale to the
areas of emotional support, appraisal support, instrumental support, and informational support.
Scores are summed to obtain a frequency and importance score, both total and for each type of
support. For the purposes of the present study, only the total frequency score and the frequency
scores for specific sources of support were utilized in study analyses.
Psychometric properties for the CASSS were obtained from an updated working copy of
the original measure manual. The standardization sample for the CASSS (N = 5,482) was
created using aggregated data from 27 datasets, primarily using student ratings from public
schools in the American Midwest. One study included within this standardization sample used
student ratings from the American Northwest and two studies utilized student data from private
schools. Among this aggregated sample, the large majority of the student ratings utilized were
from middle- or high-school students (n = 4,728). Strong evidence exists regarding the
reliability of the total frequency scores from the CASSS using this standardization sample
(alphas ranging from .96 to .97). Reliability coefficients are slightly lower for the frequency
scores from specific sources of social support (alphas ranging from .88 to .96). Test-retest
coefficients for the frequency scores range from .44 to .77.
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The CASSS also has evidence supporting its validity. The CASSS has been shown to
significantly correlate with other measures of social support (e.g., the Social Support Scale for
Children; Harter, 1985). The updated manual also provides evidence supporting the divergent
validity of the CASSS with frequency scores on the CASSS showing correlations in the expected
directions with a diverse array of indices of social-emotional functioning from other measures
(e.g., the Strengths and Difficulties Questionnaire; Goodman, 1997).

Symptoms of Anxiety
In order to evaluate symptoms of anxiety, parent and child participants each completed
parent and child versions of the Multidimensional Anxiety Scale for Children – Second Edition
(MASC 2; March, 2013).

The MASC 2-Parent (MASC 2-P) and MASC 2-Self-Report (MASC

2-SR) are each comprised of 50 items which consist of statements (e.g., My child usually asks
permission to do things) that a rater must rate as being “Never, Rarely, Sometimes, or Often”
true about themselves, or in the case of the parent form, their child. Respondents are instructed
to answer these questions based on recent feelings and behavior. Responses are summed to yield
a total score as well as scale scores in the areas of separation anxiety/phobias, social anxiety,
obsessions and compulsions, physical symptoms, and harm avoidance. The Physical Symptoms
and Social Anxiety scales also each yield two subscale scores: Panic and Tense/Restless for the
Physical Symptoms Scale and Humiliation/Rejection and Performance Fears for the Social
Anxiety Scale. The above model was found to possess adequate fit for both parent and self
versions of the MASC 2 when separate confirmatory factor analyses were conducted using a
dataset consisting of both normative and clinical data.
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Raw scores can be converted to T scores which are based on the respective normative
samples for both the MASC 2-SR (N = 1,800) and MASC 2-P (N = 1,600). The reliability of the
MASC 2 is evidenced by high internal consistency with reliability coefficients for the total
scores of parent and self-report scales being .89 and .92 respectively (alphas for self-report
version scale scores range from .75 to .88; alphas for parent version scale scores range from .66
to .88). Using a sample of 98 youth participants, test-retest reliability was also evaluated by
having respondents fill out the scales once initially and then again after a period of up to four
weeks. Results identified high correlations between total scores on both parent and self-report
versions (corrected r’s of .93 and .89, respectively) and among scale scores for both measures
(corrected r’s ranging from .80 to .94).
Discriminative validity of the MASC 2 was examined using a series of MANCOVAs
comparing scale scores for groups with separation anxiety, generalized anxiety, social phobia,
panic disorder, obsessive compulsive disorder, major depressive disorder, ADHD, other clinical
diagnoses, and a group with no diagnoses. Additionally an ANCOVA was run using the total
score testing all of the individuals with anxiety disorders compared to those with no anxiety
disorder or no disorder. Contrasts showed moderate to large effect sizes (d = .34 to 1.78) for all
parent and self-report scales when comparing them to a nonclinical population. The exception to
this was the Harm Avoidance scale (d = -.20 to -.13). When examining the ability of specific
scale scores to differentiate from other scale scores, these contrasts also revealed small to large
effects (d = .21 to 1.15). Similarly strong evidence exists regarding the convergent validity of
the MASC-2. The total score from the MASC 2 Self-Report has been shown to be moderately
related (corrected r = .73, p < .01) to the Beck Youth Inventory-Anxiety (Beck, Beck, & Jolly,
2001). High correlations (corrected r’s ranging from .42 to .62) were also found when
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comparing the MASC 2 Self-Report and Parent total scores and scale scores to comparable scale
scores from the Conners Comprehensive Behavior Rating Scales—Self-Report (Conners, 2008).

Procedure
After obtaining IRB approval, the primary investigator contacted relevant community
support groups, clinical settings, past participants in a previous study (Elzinga, 2013), and online
resources for parents of children with ASD. A recruitment flyer was provided to interested
agencies, who then distributed it to interested parents via whatever means was most efficient for
them (e.g., a newsletter, an online email listserv, and physical copies of the flyer in the waiting
room of a clinic). Interested parents were then able to contact the primary investigator via email
or telephone to participate in the study. The final sample included 20 parent and child
participants who participated in a previous study and also volunteered to participate in the
current study. For all participants, child age and diagnosis were verified via parent report which
asked for a child’s ASD diagnosis, other diagnoses, and also asked the parent whether or not the
child has a cognitive impairment and whether or not the child is considered high functioning.
Additionally, parents answered questions related to the amount of time their child spends at
school included within general education and the number of classes their child takes that include
general education peers. Such steps were taken in order to more adequately describe the sample
but also to ensure that the study population aligned well with the typical presentation of highfunctioning ASD, which includes all youth with ASD who do not have a cognitive impairment.
After child age and diagnosis were verified, the primary investigator sent parents a master
mailer envelope that contained study directions, an envelope of questionnaires for the youth
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participant (marked “child”), an envelope of questionnaires for the parent participant (marked
“parent”), and a prepaid return envelope. The child envelope included the CASSS, MASC 2,
RBVS, and child assent for participation. The parent envelope included the MASC 2, RBVSParent, SSIS Parent, SRS-2, parent permission, and parent consent for participation. All
measures were counterbalanced. Included instructions described how to go about completing the
measures and included the primary investigator’s contact information. The instructions also
made clear that both respondents should keep their answers confidential and return them to their
respective envelopes upon completion. This requirement was violated for one participant whose
mother did read some items to him to reportedly keep him from rushing through the measures.
(Due to the lack of any significant outlier child responses, this participant was retained in the
final sample, although data from the CASSS was coded as missing.) The master envelope was
then returned to the university by participants via prepaid postage.

RESULTS

Preliminary Analyses
See Table 3 for intercorrelations for all key study variables. Correlation analyses were
calculated using pairwise deletion; Ns for all analyses ranged from 24-30 based on the number of
missing cases. See Tables 4 and 5 for means and standard deviations of all variables by school
level, gender, and by total sample. Due to the presence of missing data, for all study analyses
pairwise deletion techniques were utilized. The exception to this was for analyses testing
moderation, which utilized listwise deletion techniques.
Prior to completing study analyses related to study questions, a number of preliminary
analyses were conducted. First, the internal consistency of the RBVS–Parent was analyzed in
order to make sure that the measure adequately corresponds to the RBVS in terms of having both
a unitary factor structure and high internal consistency. The RBVS-Parent was found to possess
a high level of internal consistency (α = .946) that was comparable to that of the RBVS (child
version) in both the normative sample for the measure (α = .80) and in the present study (α =
.955). This measure was also examined using an exploratory factor analysis. The analysis
forcing one factor using principal axis factoring with oblique rotation accounted for 49% of the
variance. The factor loadings ranged from .011 to .915. Using the same methodology with items
from the child version of the RBVS produced similar numbers with 53% of the variance
accounted for and factor loadings ranging from .390 to .918.

Table 3
Intercorrelational Table
1
1. Child Victimization
Total
2. Child Anxiety Total
T
3. Child Sep.
Anx_Phobias T
4. Child GAD T

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21

1
.178

1

.103

.688**

1

.020

.945**

.690**

1

5. Child Social Anx T

.251

.839**

.594**

.769**

1

6. Child SA Humil.
Reject T
7. Child SA Perf. T

.265

.806**

.422*

.731**

.909**

1

.141

.672**

.665**

.625**

.855**

.565**

1

8. Child Obs. Comp. T

.220

.821**

.353

.714**

.513**

.555**

.333

1

9. Child Phys. Sxs T

.034

.874**

.605**

.897**

.680**

.675**

.537**

.615**

1

10. Child PS Panic T

.089

.814**

.624**

.850**

.591**

.573**

.483*

.576**

.964**

1

11. Child PS Tense
Restls T
12. Child Harm
Avoidance T
13. CASSS Parent
Freq
14. CASSS Teach
Freq
15. CASSS Classmate
Freq
16. CASSS Friend
Freq
17. CASSS School
Freq
18. CASSS Total Freq

-.049

.855**

.512**

.863**

.720**

.727**

.551**

.594**

.938**

.813**

1

.222

.789**

.426*

.673**

.722**

.751**

.499**

.616**

.562**

.457*

.629**

1

.388

.227

.105

.117

.255

.289

.162

.126

.137

.106

.148

.417*

1

.190

.150

.081

.051

.234

.301

.089

.035

-.008

-.066

.058

.490*

.649**

1

-.284

-.274

-.367

-.318

-.346

-.291

-.317

-.163

-.213

-.265

-.127

.016

.105

.475*

.122

.069

-.122

-.053

.169

.222

.064

.029

-.063

19. ParentReportedVictimization
Total
20. Parent Anxiety
Total T
21. Parent Sep.
Anx_Phobias T
22. Parent GAD T

.647**

.010

-.042

.018

.160

.277

-.047

-.103

.166

.578**

.282

.627**

.579**

.676**

.333

-.307

.151

.397*

.250

.152

.106

.060

.463*

.176

.512**

.373

23. Parent Social Anx
T

.256

.361

.002

.367

.527**

1

.637**

.387

.453*

1

.619**

.872**

.697**

.837**

.716**

1

.091

.309

.100

-.280

.166

.124

.085

1

.504*

.417*

.303

.080

-.364

.065

.180

.046

.400*

1

.112

.092

.024

.156

.002

-.269

-.189

.144

-.050

.035

.547**

1

.498*

.485*

.468*

.278

.276

.003

-.338

.026

.043

-.019

.352

.908**

.523**

.318

.268

.342

.295

.249

.034

-.363

.169

.028

.020

.401*

.819**

.358

.098

-.230

-.040

.256

.306

.131

.082

.010

-.103

.153

.354

.518

.112

.099

.032

.076

.205

.223

.125

.085

-.113

-.142

-.060

.310

.198

-.155

.055

.429*

.039

.076

.003

.457*

.514**

.483*

.202

-.002

.111

.515**

.121

.401*

.614**

.303

.260

.570

**

1
.515**

.165

**

(continued on following page)
**. Correlation is significant at the 0.01 level (2-tailed).
*. Correlation is significant at the 0.05 level (2-tailed).
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Table 3. Continued.
1
.450*

2
.334

3
-.103

4
.302

5
.459*

6
.591**

7
.188

8
.325

9
.271

10
.238

11
.279

12
.319

13
.370

14
.163

15
-.285

16
.284

17
.117

18
.150

19
.525**

20
.755**

21
.174

-.123

.258

.135

.318

.420*

.411*

.346

.083

.258

.200

.300

.131

-.035

-.181

-.316

-.054

-.109

-.180

.069

.593**

.497**

26. Parent Obs. Comp.
T
27. Parent Phys. Sxs T

.220

.641**

.288

.643**

.523**

.634**

.261

.664**

.444*

.447*

.404*

.544**

.180

.125

-.177

.120

.276

.108

.253

.731**

.163

.056

.432*

.204

.521**

.427*

.499*

.253

.288

.528**

.503*

.514**

.170

.176

-.118

-.369

-.013

-.028

-.109

.388*

.902**

.497**

28. Parent PS Panic T

-.018

.267

.086

.424*

.261

.340

.128

.123

.437*

.418*

.419*

.050

.026

-.207

-.280

-.140

-.053

-.193

.380*

.758**

.418*

29. Parent PS Tense
Restls T
30. Parent Harm
Avoidance T
31. SRS (Autism)
Total
32. Social
Communication Index
Raw
33. Restricted
Repetitive Behaviors
Raw
34. SSIS Social Skills
Total - pos = better
35. SSIS Prob Beh
Total - pos = worse
36. Communication

.146

.512**

.273

.529**

.518**

.592**

.313

.373

.530**

.500*

.522**

.264

.348

.017

-.401*

.097

-.007

-.002

.376*

.894**

.486**

.488**

.299

.201

.158

.290

.368

.091

.326

.124

.096

.145

.400*

.177

.362

-.143

.003

.161

.135

.296

.165

-.132

-.048

.255

.310

.362

.230

.280

.145

.050

.369

.348

.341

.080

.243

.167

.051

.155

.141

.195

.184

.533**

.489**

-.071

.204

.259

.312

.191

.232

.126

.010

.333

.315

.308

.039

.217

.184

.087

.173

.146

.213

.189

.488**

.462*

.023

.372

.419*

.462*

.313

.384

.184

.156

.428*

.401*

.396*

.188

.290

.098

-.056

.086

.110

.124

.150

.606**

.516**

.376*

.051

-.080

-.064

.014

-.029

.025

.308

-.164

-.093

-.240

.087

-.048

-.055

-.255

-.205

.036

-.168

-.066

-.246

-.419*

.294

.189

.040

.257

.134

.185

.034

.168

.306

.363

.201

-.068

.258

.041

-.011

.194

-.021

.102

.298

.591**

.121

.252

-.155

-.301

-.245

-.119

-.179

-.052

.090

-.232

-.203

-.237

-.168

-.038

-.015

-.025

.129

-.050

.001

-.108

-.357

-.585**

37. Cooperation

.146

.048

-.049

-.032

.012

-.093

.107

.336

-.230

-.207

-.240

.106

-.277

-.164

-.221

-.217

.085

-.210

-.126

-.114

-.064

38. Assertion

.261

.094

-.038

-.005

.026

.087

-.087

.252

.037

.041

.027

-.029

.010

.035

-.096

-.184

-.067

-.100

-.093

-.153

-.447*

39. Responsibility

.357

.172

-.065

.096

.146

.099

.139

.412*

-.073

-.047

-.098

.206

-.052

-.140

-.413*

-.310

-.005

-.269

.145

.133

-.060

40. Empathy

.450*

.342

.176

.228

.312

.236

.300

.462*

.060

.144

-.051

.391*

.069

.081

-.181

-.146

.203

-.034

.008

-.047

-.288

41. Engagement

.366

-.038

-.196

-.128

-.118

-.047

-.208

.240

-.157

-.069

-.247

-.059

.056

.032

-.163

-.031

.184

-.007

.023

-.281

-.415*

42. Self Control

.170

-.048

-.059

-.124

-.091

-.145

-.029

.164

-.254

-.167

-.354

.067

-.138

-.127

-.233

-.225

-.003

-.216

-.184

-.318

-.296

24. Parent SA Humil.
Reject T
25. Parent SA Perf. T

(continued on following page)

**. Correlation is significant at the 0.01 level (2-tailed).
*. Correlation is significant at the 0.05 level (2-tailed).
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Table 3. Continued.
22

23

24

25

26

27

28

29

30

22. Parent GAD T

1

23. Parent Social
Anx T
24. Parent SA
Humil. Reject T
25. Parent SA Perf.
T
26. Parent Obs.
Comp. T
27. Parent Phys.
Sxs T
28. Parent PS
Panic T
29. Parent PS
Tense Restls T
30. Parent Harm
Avoidance T
31. SRS (Autism)
Total
32. Social
Communication
Index Raw
33. Restricted
Repetitive
Behaviors Raw
34. SSIS Social
Skills Total - pos =
better
35. SSIS Prob Beh
Total - pos =
worse
36.
Communication
37. Cooperation

.689**

1

.707**

.887**

1

.406*

.770**

.392*

1

.615**

.443*

.487**

.204

1

.911**

.747**

.697**

.536**

.551**

1

.760**

.678**

.648**

.471**

.406*

.909**

1

.910**

.701**

.655**

.499**

.600**

.928**

.699**

1

.091

.136

.211

-.052

.046

-.011

-.123

.076

1

.508**

.566**

38. Assertion

31

32

33

34

35

36

37

38

39

40

41

.585**

.354

.330

.265

.355

.568**

-.184

1

.550**

.324

.303

.241

.319

.538**

.481**

.532**

-.182

.991**

1

.625**

.405*

.374*

.309

.424*

.593**

.530**

.605**

-.169

.914**

.851**

1

-.314

-.220

-.076

-.354

-.048

-.359

-.336

-.345

.467*

-.736**

-.741**

-.637**

1

.641**

.535**

.626**

.218

.458*

.633**

.568**

.620**

-.077

.709**

.685**

.701**

-.391*

1

-.356

-.215

-.094

-.302

-.161

-.282

-.274

-.270

.125

-.623**

-.590**

-.652**

.702**

-.198

1

-.201

-.037

-.031

-.032

-.030

-.216

-.161

-.287

.392*

-.526**

-.503**

-.536**

.732**

-.410*

.436*

1

-.111

-.202

-.075

-.316

-.018

-.193

-.259

-.078

.465*

-.353

-.380*

-.231

.602**

-.060

.505**

.164

1

-.483**

-.476**

-.450*

.780**

-.267

.393*

.831**

.253

1

-.193

.330

.529**

.417*

.645**

1

.371*

.574**

.496**

.656**

1

.731**

.255

.654**

.640**

.623**

39. Responsibility

.020

.154

.218

-.003

.100

.007

.042

-.042

.517**

40. Empathy

-.165

-.124

.051

-.333

.189

-.238

-.262

-.181

.430*

-.471**

-.500**

-.329

.791**

-.099

-.385*

-.382*

-.330

.293

-.650**

-.665**

-.531**

.820**

-.289

.634**

-.101

-.416*

-.343

-.451*

.234

-.734**

-.746**

-.617**

.849**

-.516**

.519**

41. Engagement

-.287

-.287

-.097

-.444*

42. Self Control

-.413*

-.241

-.169

-.270

42

1

**. Correlation is significant at the 0.01 level (2-tailed).
*. Correlation is significant at the 0.05 level (2-tailed).
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Table 4
Means and Standard Deviations of Child-Reported Variables by School Level

N

Middle School
Standard
Mean
Deviation

N

High School
Standard
Mean Deviation

Total
N

Min

Max

Mean

Standard
Deviation

Victimization Total

11

15.55

15.98

17

6.47

9.48

28

0.0

40.0

10.04

12.97

Anxiety Total

10

57.60

15.08

16

64.44

17.37

26

28.0

89.0

61.81

16.57

Separation Anxiety/Phobias

10

55.30

10.67

16

61.75

14.40

26

37.0

90.0

59.27

13.25

Social Anxiety

10

54.70

15.39

16

60.38

10.89

26

32.0

80.0

58.19

12.82

SA Humiliation Rejection

10

57.20

14.37

16

61.44

11.47

26

36.0

82.0

59.81

12.56

SA Performance

10

49.80

13.03

16

56.44

11.94

26

33.0

81.0

53.88

12.55

Obsessions Compulsions.

10

57.20

15.09

16

63.06

17.71

26

39.0

90.0

60.81

16.69

Physical Symptoms

10

56.10

13.96

16

61.06

13.01

26

39.0

84.0

59.15

13.33

PS Panic

10

54.10

13.49

16

59.06

13.46

26

40.0

81.0

57.15

13.43

PS Tense Restlessness

10

58.20

13.69

16

62.31

12.48

26

39.0

88.0

60.73

12.85

10

52.70

12.56

16

50.81

12.00

26

23.0

67.0

51.54

12.00

Harm Avoidance
CASSS Total

11

249.18

69.22

15

237.45

44.49

26

120.0

343.0

242.41

55.31

CASSS Parent

11

53.18

14.61

16

53.67

9.24

27

27.0

70.0

70.00

11.47

CASSS Teacher

11

58.45

16.68

16

54.63

10.39

27

22

72

56.19

13.15

CASSS Classmate

11
11

45.55
47.27

18.61
21.88

16
15

38.63
47.33

13.83
14.98

27
26

12
12

71
72

41.44
47.31

15.99
17.81

11

44.73

17.91

15

42.47

12.05

26

14

72

43.42

14.52

CASSS Friend
CASSS School
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Table 5
Means and Standard Deviations of Parent-Reported Variables by School Level

N
Victimization Total
Anxiety Total T
Separation Anxiety/Phobias
Social Anxiety
SA Humiliation Rejection
SA Performance
Obsessions Compulsions.
Physical Symptoms
PS Panic
PS Tense Restlessness
Harm Avoidance
SRS (Autism) Total
Social Communication Index Raw
Restricted Repetitive Behaviors
Raw
SSIS Social Skills Total
Communication
Cooperation
Assertion
Responsibility
Empathy
Engagement
Self-Control

Middle School
Standard
Mean Deviation

High School
Standard
Mean Deviation

N

Total
N

Min

Max

Standard
Mean Deviation

12
12
12
12
12
12
12
12
12
12
12
12
12

10.58
69.33
60.75
59.92
59.33
58.00
70.50
63.42
60.17
65.33
56.17
87.42
69.75

11.16
13.46
9.07
9.27
9.97
8.78
16.98
13.86
16.28
14.31
9.09
32.21
25.30

18
17
17
17
17
17
17
17
17
17
17
17
17

9.22
80.59
76.47
68.24
65.12
68.18
73.47
77.29
72.47
79.06
54.29
104.88
82.71

11.34
11.53
10.32
10.00
11.25
10.70
15.26
14.20
16.31
14.58
8.85
23.77
18.19

30
29
29
29
29
29
29
29
29
29
29
29
29

0
43
48
47
43
42
42
44
44
44
39
38
29

43.0
90.0
90.0
82.0
82.0
84.0
90.0
90.0
90.0
90.0
70.0
153.0
123.0

9.77
75.93
69.97
64.79
62.72
63.97
72.24
71.55
67.38
73.38
55.07
97.66
77.34

11.10
13.38
12.46
10.41
10.94
11.03
15.76
15.46
17.15
15.79
8.84
28.41
21.97

12

17.67

7.27

17

22.18

6.87

29

6

33.0

20.31

7.27

12
12
12
12
12
12
12
12

88.42
14.25
11.92
13.67
11.42
10.92
10.08
10.25

17.41
3.25
3.12
3.68
4.17
3.90
3.92
4.94

18
18
18
18
18
18
18
18

81.39
12.72
12.06
11.67
11.11
9.72
8.11
9.50

12.27
3.32
2.36
3.53
3.50
3.56
3.80
3.15

30
30
30
30
30
30
30
30

60
7
5
4
5
3
2
1

122.0
20.0
17.0
20.0
18.0
18.0
18.0
18.0

84.20
13.33
12.00
12.47
11.23
10.20
8.90
9.80

14.68
3.33
2.64
3.66
3.71
3.68
3.91
3.90
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A series of one-way ANOVAs were conducted to examine whether there were any
significant differences that exist on key study variables (e.g., SSIS Scale Scores, SRS-2 Scale
Scores, CASSS Frequency Scores, RBVS Total Raw Scores) based on school level (middle
school and high school). An ANOVA conducted on Child Victimization by School Level
(middle school, high school) indicated no significant effects of School Level, F (1, 26) = 3.583, p
= .070. An ANOVA conducted on Total Child Anxiety by School Level (middle school, high
school) indicated no significant effects of School Level, F (1, 24) = 1.050, p = .316. An
ANOVA conducted on Total Child Social Support by School Level (middle school, high school)
indicated no significant effects of School Level, F (1, 24) = .277, p = .603. An ANOVA
conducted on Parent-Reported Child Victimization by School Level (middle school, high school)
indicated no significant effects of School Level, F (1, 28) = .105, p = .748. An ANOVA
conducted on ASD Symptoms by School Level (middle school, high school) indicated no
significant effects of School Level, F (1, 27) = 2.832, p = .104. An ANOVA conducted on Total
Child Social Skills by School Level (middle school, high school) indicated no significant effects
of School Level, F (1, 28) = 1.690, p = .204. An ANOVA conducted on Total Parent-Reported
Child Anxiety by School Level (middle school, high school) indicated a significant effect for
School Level with high school participants having significantly higher parent-reported anxiety
compared to middle-school participants, F (1, 27) = 5.841, p = .023.
An additional MANOVA was also conducted to examine if there were any school level
differences in parent-reported anxiety scaled scores that were used in study analyses. Results of
this test indicated that there was a significant main effect for school level: Wilks’ λ = .547, F (5,
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23) = 3.81, p <.05. Due to the overall model being significant, follow-up ANOVAs were also
examined. Parent-Reported Social Anxiety (F (1, 27) = 5.162, p = .031) and Parent-Reported
Physical Symptoms (F (1, 27) = 6.852, p = .014) were both found to also have a significant
effect for school level. In both cases, the parent-reported anxiety scores for high-school-aged
youth were found to be significantly higher than those of middle-school-aged youth.
A series of one-way ANOVAs were also conducted to examine whether there were any
significant differences that exist on key study variables based on when study participants were
recruited (group 1 was recruited from a previous investigation, n = 20; group 2 was recruited for
the present investigation, n = 10). An ANOVA conducted on Parent-Reported Child
Victimization by Recruitment time indicated no significant effects of recruitment time, F (1, 28)
= .033, p = .856. An ANOVA conducted on Child Victimization by Recruitment time indicated
no significant effects of recruitment time, F (1, 27) = .923, p = .345. An ANOVA conducted on
Total Child Anxiety by Recruitment time indicated no significant effects of recruitment time, F
(1, 24) = .130, p = .722. An ANOVA conducted on Parent-Reported Child Anxiety by
Recruitment time indicated no significant effects of recruitment time, F (1, 27) = .011, p = .916.
An ANOVA conducted on Total ASD Symptoms by Recruitment time indicated no significant
effects of recruitment time, F (1, 27) = 1.620, p = .214. An ANOVA conducted on Child Total
Social Support by Recruitment time indicated no significant effects of recruitment time, F (1, 24)
= .141, p = .141. An ANOVA conducted on Total Parent-Reported Child Social Skills by
Recruitment time indicated no significant effects of recruitment time, F (1, 28) = 3.270, p = .081.
Variable intercorrelations were also considered when evaluating if a specific scale score
(e.g., the Social Anxiety Scale score from the MASC 2) should be utilized in place of a total
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score for any of the variables used in the moderation analyses. Due to the lack of a presence of
any patterns of variable intercorrelations that were identified as both theoretically sensible and
likely to impact results, all proposed variables were included as planned in these analyses.
A priori power analyses were also conducted to examine the ability to detect predicted
effects in all regression analyses. In all cases a large effect size (f2 = .35), a desired power level
of .80, and α error = .05 were used. For models with three predictors, the required sample size
was found to be 36; for models with five predictors it was 43; for models with six predictors it
was found to be 46, and for models with seven predictors it was found to be 49. For the simple
linear analyses in Predictions 2-5, variable intercorrelations were also examined to identify if any
effects were potentially masked due to insufficient power. These analyses are also interpreted in
the discussion section as being exploratory in nature due to low power. For the moderation
analyses (all with three predictors; N’s ranging from 24 to 29) the sample size was slightly lower
than the recommended N. Post hoc tests of power examining R2 change from zero indicated that
the observed power for all moderation analyses in Prediction 1 and the parent model in
Prediction 6 was above .80. For other moderation analyses (the child model in Prediction 6,
Prediction 7, Prediction 8) the observed effects were lower; however, an examination of a priori
variable intercorrelations indicated a significant interaction in these models was unlikely.
Main Analyses
Due to the small sample size obtained in the current investigation, all analyses that
involved testing moderation (Predictions 1, 6,7,8) were calculated using the PROCESS macro
for IBM SPSS (Hayes, 2012) using the PROCESS macro workaround outlined in Hayes (2015).
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Utilizing this macro allowed for the bootstrapping technique to be applied to the current study
sample (Preacher & Hayes, 2004). The bootstrapping technique resamples existing data a set
number of times and yields an overall confidence interval as a means of testing the null
hypothesis for a given analysis. This approach offers a number of advantages due to a lower
reliance on typical assumptions related to normality as well as being able to produce better
estimations from small samples. For all study analyses involving moderation, 10,000 resamples
were created. For all moderation analyses, study variables were mean centered using the
“center” command in PROCESS, meaning that for each model a listwise approach was used for
mean centering. Results of these analyses are reported using confidence intervals associated
with the unstandardized regression coefficients in the final model. Because PROCESS does not
display coefficients for the moderation model without the interaction term added, these values
were calculated using linear regression (with listwise deletion and without bootstrapping) and are
reported in tables for the sake of comparison. In all moderation analyses, only the final model
using bootstrapping was used to determine if an interaction effect was found.

Agreement Between Parent and Child Reports of Victimization
Prediction 1
It was predicted that parent and child reports would be significantly related for both total
victimization and total anxiety. To investigate parent-child agreement rates regarding reports of
victimization and anxiety, two intra-class correlation coefficients were calculated to assess the
relation between the child victimization and parent-reported child victimization as well as child
anxiety and parent-reported child anxiety. To examine if parent and child reports are offset by

87

differences due to respondent, a two-way mixed, absolute-agreement approach (ICC model 3,1)
was utilized when calculating intra-class correlation coefficients for both variables.
Results of the analysis comparing parent and child reports of child victimization
experiences revealed a significant intra-class correlation, r (27) = .648, p < .001. Due to missing
data and the requirement of listwise deletion for intra-class correlations, the valid N for this
analysis was 28. In comparison, the bivariate correlation for these variables was r (26) =
.647, p < .001.
Results of the analysis comparing parent and child reports of child anxiety also revealed a
significant intra-class correlation, r (24) = .402, p < .01. Due to missing data and the
requirement of listwise deletion for intra-class correlations, the valid N for this analysis was 25.
In comparison, the bivariate correlation for these variables was r (23) = .578, p < .01. Due to the
differences between these correlation values, a paired-samples t test was also completed to
evaluate if the means for child and parent reports of anxiety significantly differed. Results of
this test indicated that the mean of parent reports of youth anxiety was significantly higher than
the mean of youth anxiety: t(24) = -4.959, p <.001.
To examine the role of ASD symptoms as a moderator between youth reports of
victimization and parent reports of youth victimization, a moderation analysis was conducted.
For this analysis, Child Victimization, ASD Symptoms, and the Child Victimization by ASD
Symptoms interaction term were entered as independent variables and Parent-Reported
Victimization was entered as the dependent variable. Results of this analysis are shown in Table
6. Results of this analysis indicated an overall model that was significant (R2 = .564, p <.001).
The identified effect size for the overall model was large (f2 = 1.294). An examination of
confidence intervals obtained via resampling identified that Child Victimization was
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significantly related to Parent-Reported Child Victimization in the model; however, neither child
ASD Symptoms nor the interaction term were identified as being significantly related to ParentReported Child Victimization. The change in R2 due to the addition of the interaction term was
nonsignificant (∆ = .001, p =.871).

Table 6
Regression Analyses Testing ASD Symptoms as a Moderator Between Child Victimization and
Parent-Reported Child Victimization

Independent Variable

B

SE B

Model without Interaction
Term***
Child Victimization***

.600

.109

ASD Symptoms

.054

.053

Model with interaction
term***
(Constant)

95% LCI

95% UCI

∆ R2

.563

.564
8.954

1.434

5.160

12.002

Child Victimization*

.600

.111

.091

.953

ASD Symptoms

.058

.058

-.077

.172

-.001

.003

-.013

.012

Child Victimization x ASD
Symptoms

R2

.001

N = 27; *p<.05 or when a confidence interval does not encompass 0,**p<.01 ***p<.001

To examine the role of ASD symptoms as a moderator between youth reports of anxiety
and parent reports of youth anxiety, a second moderation analysis was conducted. For this
analysis, Child Anxiety, ASD Symptoms, and the Child Anxiety by ASD Symptoms interaction
term were entered as independent variables and Parent-Reported Child Anxiety was entered as
the dependent variable. Results of this analysis are shown in Table 7. This analysis identified an
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overall model that was significant (R2 = .518, p <.01). The identified effect size for the overall
model was large (f2 = 1.075).

In the model including the interaction term, an examination of the

confidence intervals obtained via bootstrapping identified that only Child Anxiety was
significantly related to Parent-Reported Child Anxiety. Both ASD Symptoms and the Child
Anxiety by ASD Symptoms interaction term were identified as being nonsignificant. The
change in R2 due to the addition of the interaction term was nonsignificant (∆ = .052, p =.149).
Table 7
Regression Analyses Testing ASD Symptoms as a Moderator Between Child Anxiety and ParentReported Child Anxiety
Independent Variable

B

SE B

Model without Interaction
Term**
Child Anxiety**

.394

.132

ASD Symptoms*

.184

.079

95% LCI

95% UCI

.518
76.739

2.134

71.130

80.531

Child Anxiety*

.398

.128

.155

.766

ASD Symptoms

.156

.079

-.091

.314

-.008

.005

-.020

.010

Child Anxiety by ASD
Symptoms

∆ R2

.466

Model with interaction
term**

(Constant)

R2

N = 25; *p<.05 or when a confidence interval does not encompass 0,**p<.01 ***p<.001

Variables Associated with Victimization of Youth with ASD
Prediction 2
To test how discrete ASD symptoms are related to victimization, two separate linear
regression models were run. In the two models testing how ASD symptoms are related to

.052
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victimization, the two DSM-5 scale scores from the SRS-2 (Social Communication and
Interaction, Restricted Interests and Repetitive Behaviors) were entered as independent variables.
It was predicted that for both models both predictor variables would be significantly positively
related to victimization and that deficits in social communication and interaction would be more
strongly related to victimization. Due to the utilization of pairwise deletion for this analysis,
means and standard deviations for variables are shown in Table 8 and Table 10. In the first
model, Child Victimization was entered as the dependent variable. Results of this analysis
identified an overall model that was nonsignificant (R2 = .030, p =.695). Results of this analysis
are shown in Table 9. The identified effect size for the overall model was small (f2 = .031).

Table 8
Means and Standard Deviations for Variables Used in Question 2a
Mean

SD

N

Child Victimization Total

10.04

12.97

28

Social Communication Index Raw

77.34

21.97

29

Restricted Repetitive Behaviors Raw

20.31

7.27

29
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Table 9
Regression Analyses Testing Social Communication and Restricted/Repetitive Behaviors as
Predictors of Child Victimization
Independent Variable
(Constant)
Social Communication
Restricted/Repetitive Behaviors

B

β

SE B

R2

14.045

9.581

-.193

.226

-.327

.537

.684

.301
.030

*p<.05,**p<.01 ***p<.001

In the second model, Parent Reported Child Victimization was entered as the dependent
variable. Results of this analysis also identified an overall model that was nonsignificant (R2 =
.036, p =.620). Results of this analysis are shown in Table 11. The identified effect size for the
overall model was small (f2 = .037).

Table 10
Means and Standard Deviations for Variables Used in Question 2b
Mean
Parent-Reported Child Victimization Total

SD

N

9.77

11.10

30

Social Communication Index Raw

77.34

21.97

29

Restricted Repetitive Behaviors Raw

20.31

7.27

29
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Table 11
Regression Analyses Testing Social Communication and Restricted/Repetitive Behaviors as
Predictors of Parent-Reported Child Victimization
Independent Variable
(Constant)
Social Communication
Restricted/Repetitive Behaviors

B

β

SE B

R2

2.305

7.852

.112

.185

.222

-.060

.560

-.039
.036

*p<.05,**p<.01 ***p<.001

Prediction 3
To test how differing social skills are related to victimization, two separate linear
regression models were run. It was predicted that all social skills would be negatively related to
victimization and that empathy and assertiveness would be most strongly negatively related. In
both models, the scale scores obtained from the SSIS-Parent (Cooperation, Assertion,
Communication, Responsibility, Empathy, Engagement, and Self-Control) were entered as
independent variables. In the first model, the RBVS Total Raw Score was entered as the
dependent variable. In the second model the RBVS-Parent Total Raw Score was entered as the
dependent variable. Due to the utilization of pairwise deletion for this analysis, means and
standard deviations for variables are shown in Table 12 and Table 14. For the model predicting
child victimization, results identified an overall model that was nonsignificant (R2 = .325, p =
.269). Results of this analysis are shown in Table 13. The identified effect size for the overall
model was small to moderate (f2 = .481).
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Table 12
Means and Standard Deviations for Variables Used in Question 3a

Child Victimization Total
Communication
Cooperation
Assertion
Responsibility
Empathy
Engagement
Self Control

Mean

Std. Deviation

N

10.04
13.33
12.00
12.47
11.23
10.20
8.90
9.80

12.97
3.33
2.64
3.66
3.71
3.68
3.91
3.90

28
30
30
30
30
30
30
30

Table 13
Regression Analyses Testing Discrete Social Skills as Predictors of Child Victimization
Independent Variable
(Constant)

B

β

SE B

R2

-3.394

14.863

.911

1.073

.234

-1.999

2.017

-.407

Assertion

-.160

.857

-.045

Responsibility

1.694

1.320

.485

Empathy

1.560

1.070

.443

Engagement

.081

1.138

.024

Self Control

-.857

1.133

-.258

Communication
Cooperation

.325

*p<.05,**p<.01 ***p<.001

For the model predicting parent-reported victimization, results also identified an overall
model that was nonsignificant (R2 = .284, p = .322). Results of this analysis are shown in Table
15. The identified effect size for the overall model was small (f2 = .397).
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Table 14
Means and Standard Deviations for Variables Used in Question 3b
Mean

Std. Deviation

N

9.77

11.10

30

Communication

13.33

3.33

30

Cooperation

12.00

2.64

30

Assertion
Responsibility
Empathy
Engagement

12.47
11.23
10.20
8.90

3.66
3.71
3.68
3.91

30
30
30
30

9.80

3.90

30

Parent-Reported Child Victimization Total

Self Control

Table 15
Regression Analyses Testing Discrete Social Skills as Predictors of Parent-Reported Child
Victimization
Independent Variable

B

SE B

β

R2

(Constant)

25.477

12.491

Communication

-0.009

0.901

-0.003

Cooperation

-2.527

1.695

-0.601

Assertion

-0.633

0.720

-0.209

2.552

1.110

0.853

-0.122

0.899

-0.041

Engagement

0.505

0.956

0.178

Self Control

-0.947

0.952

-0.333

Responsibility*
Empathy

.284
*p<.05,**p<.01 ***p<.001
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Prediction 4
To test how perceived levels of social support from differing sources were related to
victimization, two linear regression models were utilized in which the total frequency subscale
scores for specific sources of social support (parent, teacher, classmate, close friend, and whole
school) obtained from the CASSS functioned as the independent variables. In the first model,
Child Victimization was entered as the dependent variable. In the second model, ParentReported Child Victimization was entered as the dependent variable. Due to the utilization of
pairwise deletion for this analysis, means and standard deviations for variables are shown in
Table 16 and Table 18.
Table 16
Means and Standard Deviations for Variables Used in Question 4a

Child Victimization
Parent Social Support
Teacher Social Support
Classmate Social Support
Close Friend Social Support
School Social Support

Mean
10.04
53.47
56.19
41.44
47.31
43.42

Std. Deviation
12.97
11.47
13.15
15.99
17.81
14.52

N
28
27
27
27
26
26

Results of the first analysis testing the ability of discrete types of social support to predict
child victimization identified an overall model that was nonsignificant (R2 = .301, p = .199).
Results of this analysis are shown in Table 17. The identified effect size for the overall model
was small (f2 = .431).
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Table 17
Regression Analyses Testing Discrete Sources of Social Support as Predictors of Child
Victimization
Independent Variable
(Constant)

B

β

SE B

R2

-5.245

13.992

Parent Social Support

.334

.357

.296

Teacher Social Support

.040

.376

.040

-.385

.208

-.474

Close Friend Social Support

.125

.203

.172

School Social Support

.119

.249

.134

Classmate Social Support

.301

*p<.05,**p<.01 ***p<.001

Results of the second analysis testing the ability of discrete sources of social support to
predict parent-reported child victimization identified an overall model that was nonsignificant
(R2 = .266, p = .250). Results of this analysis are shown in Table 19. The identified effect size
for the overall model was small (f2 = .362).
Table 18
Means and Standard Deviations for Variables Used in Question 4b

Parent-Reported Child
Victimization
Parent Social Support
Teacher Social Support
Classmate Social Support
Close Friend Social Support
School Social Support

Mean
9.77

Std. Deviation
11.10

N
30

53.47
56.19
41.44
47.31
43.42

11.47
13.15
15.99
17.81
14.52

27
27
27
26
26
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Table 19
Regression Analyses Testing Discrete Sources of Social Support as Predictors of ParentReported Child Victimization

Independent Variable
(Constant)
Parent Social Support
Teacher Social Support
Classmate Social Support
Close Friend Social Support
School Social Support

B
.267
.289
-.138
-.306
.139
.182

SE B
11.953
.305
.321
.178
.173
.212

β

R2

.299
-.164
-.441
.224
.238
.266

*p<.05,**p<.01 ***p<.001

Prediction 5
In order to examine the relation between victimization and differing types of anxiety, two
linear regression models (one using parent reports of anxiety and victimization and one using
youth reports of anxiety and victimization) were utilized in which the specific scale scores
(Separation Anxiety/Phobias, Social Anxiety: Total, Obsessions and Compulsions, Physical
Symptoms: Total, and Harm Avoidance) from the appropriate version of the MASC 2 (MASC 2P and MASC 2-SR) were entered as independent variables. In both models the respective
victimization total raw scores (RBVS-Parent and RBVS) were entered as dependent variables.
Due to the utilization of pairwise deletion for this analysis, means and standard deviations for
variables are shown in Table 20 and Table 22.
In the model testing the relation between discrete types of anxiety and child
victimization, the overall model was nonsignificant (R2 = .140, p = .665). Results of this analysis
are shown in Table 21. The identified effect size for the overall model was small (f2 = .163).
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Table 20
Means and Standard Deviations for Variables Used in Question 5a

Child Victimization
Child Separation
Anxiety/Phobias
Child Social Anxiety
Child Obsessions and
Compulsions
Child Physical Symptoms
Child Harm Avoidance

Mean
10.04
59.27

Std. Deviation
12.97
13.25

N
28
26

58.19
60.81

12.82
16.69

26
26

59.15
51.54

13.33
12.00

26
26

Table 21
Regression Analyses Testing Discrete Types of Child Anxiety as Predictors of Child
Victimization
Independent Variable
(Constant)
Child Separation Anxiety/Phobias
Child Social Anxiety
Child Obsessions and Compulsions
Child Physical Symptoms
Child Harm Avoidance

B
-3.116
.031
.364
.203
-.386
.011

SE B
14.676
.270
.362
.226
.323
.356

β

R2

.032
.360
.261
-.397
.011

.140
*p<.05,**p<.01 ***p<.001
In the model testing the relation between discrete types of anxiety and parent-reported
child victimization, the overall model was nonsignificant (R2 = .272, p = .171) Results of this
analysis are shown in Table 23. The identified effect size for the overall model was small (f2 =
.374).
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Table 22
Means and Standard Deviations for Variables Used in Question 5b

Parent Victimization Total
Parent Separation
Anxiety/Phobias
Parent Social Anxiety
Parent Obsessions and
Compulsions
Parent Physical Symptoms
Parent Harm Avoidance

Mean

Std. Deviation

N

9.767

11.0973

30

69.966

12.4599

29

64.793

10.4073

29

72.241

15.7631

29

71.552
55.069

15.4610
8.8396

29
29

Table 23
Regression Analyses Testing Discrete Types of Parent-Reported Child Anxiety as Predictors of
Parent-Reported Child Victimization
Independent Variable

β

B

SE B

-27.074

19.721

-.145

.187

-.163

Parent Social Anxiety

.174

.293

.163

Parent Obsessions and Compulsions

.002

.152

.003

Parent Physical Symptoms

.250

.226

.349

Parent Harm Avoidance

.321

.231

.255

(Constant)
Parent Separation Anxiety/Phobias

R2

.272

*p<.05,**p<.01 ***p<.001

Variables Affecting the Relation Between Victimization and Anxiety
Prediction 6
To examine the role of parent-reported ASD symptoms as a moderator between reports of
youth victimization experiences and reports of youth anxiety, two moderation analyses were run
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using procedures for testing moderation through the PROCESS macro in SPSS. In both cases a
Victimization Score (child or parent), ASD Symptoms, and the Victimization by ASD Symptoms
interaction term were entered as independent variables and the relevant Anxiety variable (child
or parent) was entered as the dependent variable. In the first moderation analysis, Child
Victimization and Child Anxiety were utilized. In the second moderation analysis, ParentReported Child Victimization and Parent-Reported Child Anxiety were utilized.
Results of the child-report model identified an overall model that was nonsignificant (R2
= .201, p = .185).

Additionally, the change in R2 due to the addition of the interaction term was

nonsignificant (∆ = .099, p =.122). Results of this analysis are shown in Table 24. The
identified effect size for the final model was small (f2 = .252).

Table 24
Regression Analyses Testing ASD Symptoms as a Moderator Between Child Victimization and
Child Anxiety
Independent Variable

B

SE B

Model without Interaction
Term
Child Victimization

.246

.256

ASD Symptoms

.156

.121

95% LCI

95% UCI

.201
61.500

3.225

56.104

71.486

Child Victimization

.239

.247

-.173

1.499

ASD Symptoms*

.224

.124

-.147

.596

-.012

.007

-.045

.011

Child Victimization by ASD
Symptoms

∆ R2

.103

Model with interaction term
(Constant)

R2

N = 25; *p<.05 or when a confidence interval does not encompass 0,**p<.01 ***p<.001

.099
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Results of the parent-reported model revealed that the overall model including Parent
Victimization, ASD Symptoms, and the interaction term was significant (R2 = .473, p <.01). The
change in R2 due to the addition of the interaction term was significant (∆ = .095, p <.05). An
examination of confidence intervals obtained via resampling identified that both ASD Symptoms
and the interaction term were significantly related to Parent-Reported Child Anxiety in the final
model, while Parent-Reported Child Victimization was not. Results of this analysis are shown in
Table 25. The identified effect size for the final model was large (f2 = .898).
Due to the presence of a significant interaction, follow-up procedures were conducted
based on the recommendations of Aiken and West (1991). Tests of simple slopes at high (1 SD
above the mean), medium (at the mean), and low (1 SD below the mean) levels of ASD
symptoms identified that the simple slopes were significant at low (t(26)=3.06, p <.01) and
medium (t(26)=2.37, p <.05) levels. The simple slope at the high level of ASD symptoms was
nonsignificant (t(26)=.19, p = .806) The results of this interaction are presented in Figure 4.
This interaction identified that ASD symptoms significantly affected the relation between parentreported child victimization and parent-reported child anxiety. A test of simple slopes identified
that the strength of this interaction at both 1 standard deviation below the mean of ASD
symptoms and at the mean of ASD symptoms significantly differed from zero. For the test of
simple slopes of victimization at the mean of ASD symptoms, this result is contrary to that
obtained in the overall model via confidence intervals in which parent victimization was
nonsignificantly related to parent-reported youth anxiety at the mean value of ASD symptoms
(zero).

Regardless, an overall interaction was found.
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Table 25
Regression Analyses testing ASD Symptoms as a Moderator Between Parent-Reported Child
Victimization and Parent-Reported Child Anxiety
Independent Variable

B

SE B

Model without Interaction
Term**
Parent Victimization

.394

.199

ASD Symptoms**

.224

.074

Model with interaction
term**
(Constant)

95% LCI

95% UCI

∆ R2

.378

.473
76.655

1.938

72.787

81.128

Parent Victimization

.444

.188

-.159

.990

ASD Symptoms*

.275

.074

.118

.390

-.014

.006

-.044

-.002

Parent Victimization by
ASD Symptoms*

R2

N = 29; *p<.05 or when a confidence interval does not encompass 0,**p<.01 ***p<.001

.095*
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90
85
80

ASD
Symptoms

Parent Anxiety

75
70

high

65
60

med

55
50

low

45
40
low

med

high

Parent Vict

Figure 4. The moderating role of ASD symptoms in the relation between parent-reported child
victimization and parent-reported child anxiety.

Prediction 7
To examine the potential moderating effect of parent-reported social skills on the relation
between victimization and anxiety, two separate moderation analyses were completed using
procedures for testing moderation through the PROCESS macro in SPSS. For all analyses a
Victimization Score (child or parent), Social Skills, and a Victimization by Social Skills
interaction term were entered as independent variables and the relevant Anxiety Score (child or
parent) was entered as the dependent variable. In the first moderation analysis youth self-reports
of victimization and anxiety were utilized. In the second moderation analysis parent reports of
youth victimization experiences and anxiety were utilized.
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In the self-report model, the RBVS Total Raw Score and the SSIS-P Social Skills Scale
Score, as well as their interaction term, were entered as predictors and the MASC 2-SR Total
Score was entered as the dependent variable.

Both predictor variables were mean centered

prior to running study analyses and before calculating the interaction term.
Results of the child model identified an overall model that was nonsignificant (R2 = .032,
p = .866). The addition of the interaction term was also found to not significantly improve the
model (∆ = .000, p =.986). Results of this analysis are shown in Table 26. The identified effect
size for the final model was small (f2 = .033).
Table 26
Regression Analyses Testing Social Skills as a Moderator Between Child Victimization and Child
Anxiety
Independent Variable
Model without Interaction
Term
Child Victimization
Social Skills

B

SE B

95% LCI

95% UCI

Child Victimization
Social Skills
Child Victimization by
Social Skills

∆ R2

.032
.230

.276

-.013

.241

Model with interaction term
(Constant)

R2

.032
61.827

3.584

54.430

70.932

.231

.293

-.232

1.422

-.013

.252

-.583

1.056

.000

.017

-.042

.119

.000

N = 26; *p <.05,**p <.01 ***p <.001

In the parent model, the RBVS-Parent Total Raw Score and the SSIS-P Social Skills
Scale Score, as well as their computed interaction term, were entered as predictors and the
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MASC 2-P Total Score was entered as the dependent variable. Both predictor variables were
mean centered prior to running study analyses and before calculating the interaction term.
Results of the parent model identified an overall model that was nonsignificant (R2 = .243, p =
.069). The addition of the interaction term was also found to not significantly improve the model
(∆ = .014, p =.500). Results of this analysis are shown in Table 27. The identified effect size for
the final model was small (f2 = .321).
Table 27
Regression Analyses Testing Social Skills as a Moderator Between Parent-Reported Child
Victimization and Parent-Reported Child Anxiety
Independent Variable
Model without Interaction
Term*
Parent-Reported Child
Victimization*
Social Skills

B

SE B

95% LCI

95% UCI

Parent-Reported Child
Victimization*
Social Skills
Parent-Reported Child
Victimization by Social
Skills

∆ R2

.229
.518

.217

-.247

.162

Model with interaction term
(Constant)

R2

.243
75.856

2.289

71.502

81.644

.493

.223

.057

1.242

-.273

.168

-.541

.225

.013

.018

-.022

.103

N = 29; *p<.05 or when a confidence interval does not encompass 0,**p<.01 ***p<.001

Prediction 8
To examine the potential buffering effect of social support on the relation between
victimization and anxiety for youth with high-functioning ASD, two separate moderation

.014
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analyses were completed using procedures for testing moderation through the PROCESS macro
in SPSS. In the first moderation analysis, youth self-reports of victimization and anxiety were
utilized. In the second moderation analysis, parent reports of youth victimization experiences
and anxiety were utilized. In both models, youth self-reports of total perceived social support
based on the total frequency scores from the CASSS were utilized.
In the self-report model, the RBVS Total Raw Score and the SSIS-P Social Skills Scale
Score, as well as their computed interaction term, were entered as predictors and the CASSS
Total Social Support Frequency Score was entered as the dependent variable. Both predictor
variables were mean centered prior to running study analyses and before calculating the
interaction term.
Results of the child model identified that the overall model including the interaction term
was nonsignificant (R2 = .047, p = .806). The overall R2 change as a result of adding the
interaction term to the model was nonsignificant (∆ = .012, p = .627). Results of this analysis are
shown in Table 28. The identified effect size for the final model was small (f2 = .049).
In the parent model, the RBVS-Parent Total Raw Score and the SSIS-P Social Skills
Scale Score, as well as their computed interaction term, were entered as predictors and the
CASSS Total Social Support Frequency Score was entered as the dependent variable. Both
predictor variables were mean centered prior to running study analyses and before calculating the
interaction term.
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Table 28
Regression Analyses Testing Social Support as a Moderator Between Child Victimization and
Child Anxiety

Independent Variable

B

SE B

Model without Interaction
Term
Child Victimization

.228

.281

Social Support

.014

.073

95% LCI

95% UCI

∆ R2

.035

Model with interaction term
(Constant)

R2

.047
63.538

3.729

55.585

72.052

Child Victimization

.210

.289

-.226

1.231

Social Support

.021

.076

-.249

.175

Child Victimization by
Social Support

.003

.006

-.023

.015

.012

N = 24; *p<.05,**p<.01 ***p<.001

Results of the parent model identified that, similar to the child model, the overall model
including the interaction term was nonsignificant (R2 = .165, p = .276). The overall R2 change as
a result of adding the interaction term to the model was nonsignificant (∆ = .025, p = .439).
Results of this analysis are shown in Table 29. The identified effect size for the final model was
small (f2 = .198).
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Table 29
Regression Analyses Testing Social Support as a Moderator Between Parent-Reported
Victimization and Parent-Reported Child Anxiety

Independent Variable
Model without Interaction
Term
Parent-Reported Child
Victimization
Social Support

B

SE B

95% LCI

95% UCI

Parent-Reported Child
Victimization
Social Support
Parent-Reported Child
Victimization by Social
Support

∆ R2

.140
.467

.248

.006

.048

Model with interaction term
(Constant)

R2

.165
76.037

2.646

71.626

85.256

.343

.293

-.333

1.429

-.007

.051

-.291

.076

-.005

.006

-.044

.008

N = 25; *p<.05,**p<.01 ***p<.001

.025

DISCUSSION

The literature on the victimization experiences of youth with ASD has continued to grow
and a large body of work seeking to better understand the relation between this socially
vulnerable population and negative experiences from peers now exists. The relation between
victimization and ASD has now been clearly established (Schroeder et al., 2014); however,
establishing this relation opens up a range of new avenues for investigation. In terms of
intervening, parents are a logical source for advocating and protecting this population; however,
the extent to which parents are aware of their child’s victimization experiences and can
accurately report on it has been found to vary (Chen & Schwartz, 2012; Nowell et al., 2014).
The specific factors that affect the relation between ASD and victimization are also still not fully
understood. The limited work that has been done has identified a relation between victimization
and a variety of factors ranging from level of functioning (Nowell et al., 2014) to social
vulnerability (Sofronoff, Dark, & Stone, 2011). Continued work is needed to understand how
victimization affects youth with ASD in terms of their immediate and long-term well-being.
Existing work that has been done has identified that both internalizing and externalizing
difficulties are related to victimization in this population (Adams et al., 2013; Cappadocia,
Weiss, & Pepler, 2012; Zablotsky et al., 2013); however, a bidirectional relation between these
problems is typically endorsed (Cappadocia, Weiss, & Pepler, 2012; Storch, Larson, et al.,
2012). This bidirectional relation can be further understood by adapting the reciprocal effects
peer interaction model (REPIM; Humphrey & Symes 2011), a model in which negative peer
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interactions cause a downward spiral in the social-emotional functioning of youth with ASD, as
well as in the empathy and awareness of peers.
Based on the state of the literature, the present study had three overarching goals. First,
the study sought to examine parent-child agreement rates regarding victimization and anxiety.
This represents an important area for investigation for understanding how best to measure
victimization and anxiety in this population and to understand how to intervene with this
population. This study also cast a wide net in order to attempt to understand how a variety of
social (e.g., level of perceived social support) and intra-individual factors (e.g., social skills,
ASD symptoms, levels of anxiety) are related to victimization. This was done in order to attempt
to establish what about youth with ASD may make them more vulnerable to victimization. Last,
this study attempted to examine how the relation between victimization and anxiety among youth
with ASD may vary based on differing factors (ASD symptoms, social skill levels, levels of
perceived social support). This was done as a means of better understanding how victimization
affects youth with ASD and how this effect translates across this heterogeneous population.

Preliminary Findings
The first component of preliminary analyses was establishing that the RBVS Parent
version, a measure created for this investigation, possessed psychometric properties that were
commensurate with the child version (as was the case in a previous investigation; Elzinga, 2013).
The internal consistency of the RBVS Parent version was found to be very high (α = .946). This
level of internal consistency was found to be comparable to that identified in the child measure
used in the present investigation (α = .955) as well as to the internal consistency for the child
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measure in the normative sample (α = .80). The validity of this measure was also supported by
its high correlation with the child version of the RBVS, as is discussed under the first analysis.
Factor analyses also revealed that both the parent and child versions accounted for similar
amounts of variance when restricted to a single factor (49% and 53%, respectively).
The second set of preliminary analyses completed were a series of one-way ANOVAs
which were used to examine if school level (middle school vs. high school) differences existed
for any of the key study variables used in analyses. Descriptive statistics for key study variables
were also examined when looking for potential effects of school level. For victimization
variables from both reporters, there was no effect of school level. Among typically developing
youth, victimization is typically found to peak during middle-school years (e.g., Nansel et al.,
2001); however, among youth with ASD, victimization has been identified as being variably
related to age (Cappadocia, Weiss, & Pepler, 2012; Little, 2002; Hebron & Humphrey, 2013).
An examination of the descriptive statistics for child victimization also appears to strongly
suggest that the amount of victimization experienced by middle-school participants was higher
than high-school participants. Therefore, the fact that there were fewer participants in the
middle- school group, coupled with the lower overall sample size, may have masked this effect.
For the majority of study variables, it was not expected that school level differences
would emerge. As expected for social skills, social support, and ASD symptoms there were no
significant differences between middle- and high-school participants. In terms of anxiety, child
self-reports of anxiety were shown to not vary based on school level; however, parent reports of
child anxiety were shown to be high for study participants in high school compared to study
participants in middle school. An examination of specific types of anxiety revealed that these
differences also held for parent-reported social anxiety and parent-reported physical (somatic)
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symptoms. In both of these cases, high-school participants also were found to exhibit higher
levels of symptoms. Anxious symptoms among youth with ASD have been shown to be higher
in adolescence compared to pre-adolescence and preschool (Vasa et al., 2013), although this
work did not break down adolescents into middle-school versus high-school groups. A largescale longitudinal study (Copeland et al., 2014) using a general sample identified that the
prevalence of having any anxiety disorder increased as youth transitioned through adolescence
and into young adulthood, which is similar to the progression noted in the current study. While
outside of the scope of the current investigation, continued work is needed to understand how
well the progression of anxiety among typically-developing youth fully generalizes to youth with
ASD.
Due to the study sample comprising participants who were recruited at two different time
points, a series of one-way ANOVAs were also used to evaluate if there were differences in key
study variables based on recruitment time. These analyses did not identify any significant
differences on study variables as a result of recruitment time and are further discussed in the
limitations section.
The last set of analyses completed were power analyses. As noted, the linear regression
models in which more than three predictors (Predictions 3-5) were used required a higher sample
than was obtained in order to ensure sufficient power to detect a large effect. For this reason
these analyses are considered exploratory. The moderation analyses varied somewhat in their
post hoc effect size obtained, as would be expected. For the analyses in which a significant
result was obtained, post hoc analyses indicated adequate observed power.
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Agreement between Parent and Child Reports of Victimization and Anxiety
As noted above, the relation between victimization and ASD has now been well
established with victimization being routinely found to be more prevalent among youth with
ASD compared to typically developing peers or peers with other disabilities (Little, 2002;
Schroeder et al., 2014). In an effort to further expand this growing literature, the present
investigation attempted to first examine differences that exist between parent and youth reports
of youth victimization experiences and youth anxiety. This line of inquiry provides a valuable
means of understanding how to measure both of these variables in this population and also serves
as a means of identifying to what level parents may be aware of their child’s difficulties.
Because of the heterogeneous nature of the presentation of youth broadly classified as having an
ASD, ASD symptoms were also examined as a potential moderator between youth and parent
reports of both victimization and child anxiety.
For victimization, it was predicted that parent and child reports would be strongly
positively related. A similar investigation found this to be the case (Elzinga, 2013) and other
work that has examined parent-child agreement rates regarding reports of victimization has
identified a somewhat variable, but generally positive relation between reports (Chen &
Schwartz, 2012; Hebron & Humphrey, 2014; Kloosterman et al., 2013). Reporters were found to
agree in the current investigation, as child victimization and parent-reported child victimization
were found to have a moderate to high relation. Intra-class correlation was also used as an added
means of evaluating whether this agreement reflected an agreement based on pattern or true
agreement based on both pattern and level of victimization reported. Parent and youth reports
were found to not differ due to underlying differences based on respondent for victimization.
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The correlation obtained from the intra-class correlation was both significant and also very close
to that obtained from the traditional bivariate correlation.
For exploratory purposes ASD symptoms were also tested as a potential moderator
between parent and child reports of child victimization experiences. A previous investigation
(Elzinga, 2013) identified that parent-child relationship affected the relation between parent and
child victimization; however, post-hoc analyses revealed that ASD symptoms actually
functioned as a better moderator than child relationship with parents. It was found that higher
youth ASD symptoms led to a stronger relation between youth reports of victimization and
parent reports of youth victimization. In the present study, this was also examined for
exploratory purposes. ASD symptoms were not found to significantly moderate the relation
between child victimization and parent reports of child victimization. The overall model,
including the interaction term, was significant; however, ASD symptoms and the interaction term
did not meaningfully add to the model. This highlighted that, for the present investigation,
parent and youth agreement regarding youth victimization did not vary based on the relative
ASD symptom severity differences present in the current sample. The lack of an interaction in
this sample was surprising given that the majority of the study participants from the previous
investigation in which this effect was detected (Elzinga, 2013) also participated in the current
study. One possible explanation for this discrepancy could be that the present investigation,
while including a large number of participants from the previous study in which this effect was
detected, had a sample with a mean ASD symptom score that was approximately 10 points lower
than that in the previous study (with standard deviations that were comparable). It could be the
case that this effect could not be fully detected due to the lower relative symptom severity of the
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present sample. Given this discrepancy, further work with a larger sample is needed to attempt to
identify if this effect truly exists.
For overall anxiety, it was similarly predicted that parent and child reports would have a
moderate rate of agreement. The very limited previous work available has not shown that parent
and youth reports of anxiety are related among individuals with ASD (Storch, Ehrenreich-May,
et al., 2012); however, the hope was that using a measure with highly similar parent and child
items (the MASC 2) would identify a positive relation between reports. Parent and child reports
were found to be significantly related via both bivariate and intra-class correlation analyses. The
intra-class correlation analyses revealed a relation between the two variables that was less strong,
although still significant. An examination of means for child reports (Mean = 61.81) versus
parent reports (Mean = 75.93) also indicates that parents appeared to give higher overall anxiety
ratings for their children compared to child self-reports. One potential explanation for this
difference could lie in how parents see their children. Parent reports of youth anxiety were found
to be significantly related to parent-reported youth ASD symptoms, but youth self-reports of
anxiety were not. This pattern suggests that to some extent parent ratings of youth anxiety were
tied to their child’s overall ASD symptom severity (a pattern that has been found elsewhere;
Elzinga, 2013; Storch, Larson, et al., 2012). Another possibility may be that youth with ASD,
due to lack of insight or general reluctance, may have been less open about their difficulties with
anxiety and reported lower levels, as has also been found elsewhere (Storch, Ehrenreich-May, et
al., 2012).
As a means of further examining this relation, an exploratory analysis testing ASD
symptoms as a moderator between youth self-reports of anxiety and parent reports of youth
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anxiety was also conducted. This analysis did not produce a significant interaction as
hypothesized. A significant interaction would have been expected if differences existed
regarding how parents rate youth anxiety as a function of youth ASD symptoms. Further work is
clearly needed to understand how anxiety and ASD are related, as well as any measurement
artifacts that may exist due to source of reporter. As noted by Wood and Gadow (2010) in their
valuable critique and summary of the current state of knowledge regarding ASD and anxiety, the
established relation between anxiety and ASD is likely due to a combination of the social
difficulties inherent to ASD causing social anxiety, underlying anxiety exacerbating ASD
symptoms, and difficulties in meaningfully differentiating between ASD symptoms and
symptoms of anxiety using tools for measuring both constructs.

ASD and Victimization
The second set of research questions in this investigation can be broadly categorized as
attempting to better understand how differing types of intra-individual and environmental factors
are differentially related to victimization among youth with ASD. The first variables examined
in relation to victimization were the ASD symptom scale scores for Social Communication
/Interaction and Restricted Interests and Repetitive Behaviors. These two separate scales reflect
the current breakdown of symptoms necessary to meet criteria for ASD using the DSM-5 (APA,
2013); therefore, it is sensible to examine how these discrete aspects of ASD may be
differentially related to victimization. Two linear regression models were used to evaluate how
both of these variables related to both child self-reports of victimization and parent reports of
child victimization, respectively. It was predicted that in both parent and youth models each of

117

these variables would be positively related to victimization, with the expected nature of the study
sample (high-functioning youth for whom repetitive behaviors are typically characterized by
circumscribed interests as opposed to stereotyped behaviors) leading to the relation between
social communication/interaction and victimization being more strongly related in both models
(as was somewhat indicated in Nowell, Brewton, & Goin-Kochel, 2014).
When the Social Communication/Interaction and Restricted Interests and Repetitive
Behaviors scales were examined in relation to child victimization, the overall model was
nonsignificant. As was the case with overall ASD symptoms, neither of these variables was
found to meaningfully relate to child self-reports of their own victimization experiences. It had
been expected that for high-functioning youth, for whom restricted-repetitive behaviors may be
less pronounced and are often limited to stereotyped interests, difficulties with socialization
would be more strongly associated with their difficulties related to victimization. The child
model highlights that neither discrete aspect of youth ASD functioning was meaningfully related
to child victimization experiences. This same lack of any relation between either predictor
variable (or overall ASD symptoms) was also found in the parent model. This pattern was
different from that identified in a previous investigation (Elzinga, 2013) in which overall ASD
symptoms were related to parent reports of child victimization experiences.
Overall, it was surprising that neither model was able to identify any meaningful
connections between the discrete deficits characteristic of ASD and victimization. As noted in
the study predictions, the relation between ASD symptoms and victimization likely differs
depending on youth functioning level. Past work has shown that in mixed IQ samples,
victimization is related to higher cognitive abilities, more time in general education, and a
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relatively less severe ASD presentation (Nowell, Brewton, & Goin-Kochel, 2014). When
looking at a sample comprised of what is best described as high-functioning youth, ASD
symptoms were found to be positively related to parent reports of victimization (Elzinga, 2013).
Therefore, it would be expected that among youth with high-functioning ASD, possessing a
relatively more severe ASD presentation would lead to higher victimization, although when all
youth with ASD are examined together, more ASD symptoms would be related to less
victimization.
One possible reason that the results of these analyses were not as predicted in this study
could be due to the study sample having a somewhat lower mean ASD symptom severity than
that used in the previous investigation (Elzinga, 2013). This lower variability could have masked
this effect. Any time a small sample is used, there is also the potential that the sample size did
not allow for this effect to be detected or for other confounding factors within the sample to
mask study effects. Previous work has identified that increased exposure to general education
peers is related to increased victimization (Nowell, Brewton, & Goin-Kochel, 2014; Rowley et
al., 2012) and the present study sample varied somewhat in terms of educational environment.
Rowley et al. (2012) also found that youth with ASD who had relatively fewer social deficits
only experienced more victimization in general education settings. In the current study sample,
multiple participants were educated in therapeutic settings and an additional 5 of 30 participants
were reported to spend less than 50% of their school day with general education peers.
Therefore, an interactive effect such as that found by Rowley et al. (2012) could have potentially
masked some of the expected effects. Conceptualizing how the variable presentation of ASD
may be differentially related to victimization continues to be a challenge. The body of literature
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available suggests that many factors associated with the increased victimization experienced by
this population (e.g., relatively lower symptom severity, access to general education peers) are
factors that, at the theoretical and practical levels, translate to youth with average cognitive
abilities only (which also best characterized the vast majority of the current study sample).
Further work is needed to elucidate if this is truly the case, as it would suggest that ASD
symptoms and victimization are related in a curvilinear manner in which victimization increases
as social deficits increase but then falls back off as youth deficits reach a level of impairment
beyond the more subtle social deficits typically exhibited by youth with high-functioning ASD.

Social Skills and Victimization
The next question was similar to the previous question and asked whether there were
discrete social skills that were related to either parent-reported child victimization or child
victimization. It was predicted that for both models having lower communication, cooperation,
empathy, assertion, self-control, responsibility, and engagement would all be related to
experiencing more victimization. Empathy and assertion had the most empirical support for
being negatively related to victimization (Bellini, 2004. 2006) and were hypothesized to be most
strongly negatively related to victimization in the current study.
Results identified that neither the parent model nor the child model functioned as
predicted and that both models were nonsignificant. An examination of variable
intercorrelations identified that child victimization was positively related to empathy only among
discrete scores but was also significantly positively related to overall social skills. Results in the
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parent model revealed that parent reports of child victimization were not significantly related to
any discrete social skills (or via intercorrelation, to overall social skills).
Overall, these analyses clearly did not function as predicted. These findings are
unsurprising, however, given the small sample size and consequent lack of power. For
exploratory purposes the models were still run as planned; however, the discussion of the results
is limited to the variable correlations, which also still did not function as would have been
hypothesized. Child victimization was found to be positively related to overall social skills as
well as the discrete social skill of empathy only. It was interesting that, in both cases, higher
levels of social skills led to more victimization. This was the opposite of the direction expected
for this relation based on the literature that has identified a negative relation between social skills
and both social vulnerability (Sofronoff, Dark, & Stone, 2011) and lack of acceptance from peers
(Viecili, Weiss, Lunsky, & Shupak, 2010). Social skill deficits have also been linked to
victimization directly in this population (Sterzing et al., 2012). It was also clear that social skills
functioned in the manner expected for the sample as a whole, as overall social skills were
strongly negatively correlated with ASD symptoms. While this study made efforts to narrow its
focus to youth with high-functioning ASD, it could be the case that the positive relation between
social skills and victimization is due to youth who have higher social skills also being more
socially engaged. This then could open them up to increased victimization from peers, as other
work supports (Sterzing et al., 2012). Another possibility related to empathy in particular could
be that youth who are more empathic and likely to stand up for others may also experience more
victimization as a result. This could also work in the reverse manner, in which youth who are
victimized become more empathic towards other peers or adults with difficulties.
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As was the case with the analyses examining ASD symptoms in relation to victimization,
further work is needed to establish what specific features of ASD lead to increased vulnerability
to victimization from peers. Social skill deficits had been conceptualized as being largely
synonymous with ASD symptoms in the present study, but this may not be the case. These
findings also again highlight the need to carefully control for youth functioning level and access
to general education peers as a means of isolating how potential effects may variably translate to
youth with ASD based on presentation.
Social Support and Victimization
This study also sought to add to the literature on the victimization of youth with ASD by
examining the relation between victimization and social support from differing sources.
Understanding how social support from differing sources could potentially play a protective role
for youth with ASD is an extremely valuable avenue of investigation for establishing meaningful
interventions for this population. For this purpose, child participant-perceived levels of social
support from parent, teacher, classmate, close friends, and school were examined in relation to
both parent reports of youth victimization as well as youth self-reports of victimization. Due to
lack of power, these analyses are best described as exploratory in nature. Variable correlations
were also examined to identify potential patterns and directions for future research.
Results of the model in which perceived levels of social support from differing sources
were used to predict self-reported levels of victimization revealed an overall model that was
nonsignificant. The same was true when perceived levels of social support from differing
sources were examined in relation to parent-reported levels of youth victimization. An
examination of variable intercorrelations revealed that social support from parent, teacher,
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classmate, close friend, and school were all found to be nonsignificantly related to victimization
reports from either youth or parent. The same was also true with total social support.
These results were especially surprising given the relation a past study identified between
social vulnerability and victimization among youth with ASD (Sofronoff, Dark, & Stone, 2011).
A key study in the literature on the victimization of youth with ASD also established a relation
between social support, particularly classmate support, and decreased victimization (Humphrey
& Symes, 2010a). Similar qualitative work also placed a strong emphasis on social support,
specifically the perceived efficacy of a prospective intervener as being of key importance for
youth with ASD when deciding whether or not to disclose victimization (Humphrey & Symes,
2010b). Parent engagement with school has also been found to be related to decreased youth
victimization (Hebron & Humphrey, 2013). Despite the history of positive findings in this area,
the current investigation did not identify any relation between social support and reports of
victimization from either source. One key factor worth considering is that the social support
measure used in the study, the CASSS, had the most missing data of any of the measures (N =
25). Measures for the study were counterbalanced to avoid any potential fatigue effects;
however, the CASSS was the longest measure used in the study, which may have made some
youth participants reluctant to complete it. The questions on the CASSS also focus on positive
relationships with peers and adults, which may have led participants who felt the least supported
by others to not complete the measure or to not accurately report their true feelings regarding
supports received. An exploratory examination of the reliability (α = .960), kurtosis (.078, SE =
.887), and skewness (-.281, SE = .456) of overall social support did not identify any patterns in
the data that would account for the nonsignificant relations encountered. Given the small sample
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size, as well as the additional missing data for this measure, further work is needed to examine
how social support from differing sources may protect youth with ASD from victimization.

Anxiety and Victimization
Little work has been done to examine how victimization is related to discrete types of
anxiety among youth with ASD. The key study identified in the literature that did investigate
this found that overall victimization was related to panic symptoms and that overt victimization,
only, was related to general anxiety, social anxiety, and OCD symptoms (Storch, Larson, et al.,
2012). At a more general level, the relation between ASD, victimization, and internalizing
problems has been much more clearly identified (Cappadocia, Weiss, & Pepler, 2012; Schroeder
et al., 2014). Based on the literature available, it was predicted that all of the discrete types of
anxiety measured from both parent and youth perspectives (social anxiety, separation anxiety,
obsessions and compulsions, physical symptoms, and harm avoidance) would be significantly
related to corresponding reports of victimization.
Due to the low power obtained for these analyses, the results of the two regression
models examining these variable relations are best characterized as exploratory in nature. It also
must be noted that there was a high level of intercorrelation between anxiety subscale scores for
both raters, which likely further limited the ability for effects to be detected. For both parent and
youth report models, the overall models were found to be nonsignificant. An examination of
variable intercorrelations for parent variables revealed that overall anxiety, social anxiety, and
physical symptoms were all significantly related to parent reports of youth victimization. At a
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theoretical level, the relation between social anxiety and victimization is sensible. This relation
has also been identified in other work with youth with ASD (Storch, Larson, et al., 2012). The
relation between physical symptoms, or somatic symptoms, and victimization may have also
been more clearly identified due to these problems being more observable by parents.
An examination of the intercorrelations between youth-reported anxiety variables and
child victimization revealed that child reports of victimization were unrelated to overall anxiety
or any subtypes of anxiety. These results differed from the pattern of parent variable
intercorrelations identified above. Overall child anxiety, while having a lower mean score (M =
61.81, SD = 16.57) than parent-reported child anxiety (M = 75.93, SD = 13.38), still possessed
the variability necessary for this effect to be detected. Child anxiety simply did not vary as a
function of youth self-reports of victimization experiences in this sample.
Overall the interrelations between victimization and anxiety functioned somewhat as
expected with parent-reported variables but did not function as expected with child-reported
variables. A previous investigation using similar methodology (Elzinga, 2013) found that child
self-reports of anxiety were related to child self-reports of victimization and that parent reports of
youth anxiety were related to parent reports of youth victimization. In the current investigation
this was only true for parent-reported variables. A previous study that examined specific types
of anxiety in relation to victimization found that social anxiety and OCD symptoms were related
to overt victimization only (Storch, Larson, et al., 2012). The measure used in the current study,
while including items related to both physical and relational victimization, does not differentiate
between differing types of victimization. It could be the case that the more overt types of
victimization more significantly affect youth with ASD, who may not be as affected by the
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nuances of relational victimization. The differential impact of ASD symptoms may also be
necessary to parse out the relation between victimization and anxiety, as was investigated in the
next set of analyses.

ASD Symptoms as a Moderator Between Victimization and Anxiety
A significant gap in the literature on the victimization of youth with ASD exists in
regards to understanding how the relation between victimization and anxiety may vary as a result
of youth ASD presentation. This is an important target not only for intervention but also for
understanding the relation between victimization and anxiety in this population. A previous
investigation found that the relation between youth self-reported victimization and youth selfreported anxiety varied based on ASD symptom levels. For youth with relatively lower levels of
ASD symptoms, increased victimization was positively related to increased anxiety. For youth
with relatively higher levels of ASD symptoms, victimization was less strongly positively related
to anxiety. For these individuals, anxiety remained relatively high regardless of victimization.
This moderating effect was not observed in a comparable model using parent-reported youth
anxiety and victimization (Elzinga, 2013). Work examining victimization as a mediator between
ASD symptoms and anxiety has also been done in the literature, although the results have varied
(Rosbrook & Whittingham, 2010; Storch, Larson, et al., 2012).
In the present investigation ASD symptoms were examined as a moderator between
victimization and anxiety using both a child-reported variable model and a parent-reported
variable model. The child-reported variable model produced a nonsignificant interaction. This
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was unsurprising given that, as previously discussed, child victimization was unrelated to overall
child-reported anxiety. In the parent-reported model in which ASD symptoms were tested as a
moderator between parent reports of child victimization experiences and parent reports of child
anxiety, a significant interaction was identified. In this case, it was identified that the relation
between victimization and anxiety was less positive as ASD symptoms increased. Put another
way, for youth with the highest levels of ASD symptoms, anxiety did not show a substantial
increase as a result of victimization. A test of simple slopes identified that the relation between
victimization and anxiety significantly differed from zero for youth with low and moderate levels
of ASD symptoms, but not for youth with high levels of ASD symptoms. For youth with lower
ASD symptoms, experiencing victimization was related to increased overall anxiety; for youth
with the highest relative levels of ASD symptoms, anxiety remained largely constant regardless
of level of victimization. This interaction pattern closely mirrors the pattern identified using
child reports in a previous investigation (Elzinga, 2013). This significant interaction could be
indicative of the simple fact that the child participants who have the highest relative ASD
symptoms simply have higher levels of generalized anxiety. Victimization, therefore, may not
have as significant an effect on them since their overall anxiety is high regardless. Youth who
have the highest levels of ASD symptoms also likely have poorer social perception and therefore
victimization may not differentially affect them in terms of anxiety as significantly as it does
youth with relatively fewer ASD symptoms (and therefore better social perception). A final
cautionary possibility is that youth who have the highest levels of ASD symptoms may also
consequentially be rated as having higher overall anxiety by their parents, a difficulty that has
been suggested is inherent in measuring anxiety among individuals with ASD (Wood & Gadow,
2010). While this last possibility could certainly somewhat explain the relatively flat relation
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between victimization and anxiety for the group with the highest level of ASD symptoms, it does
not explain the differential effect present for those with more moderate or relatively lower
symptom levels.

Social Skills as a Moderator Between Victimization and Anxiety
Due to their hypothesized similarity to ASD symptoms, it was also sensible to examine if
social skills affected the relation between victimization and anxiety. Other work has linked
social skill deficits to both increased victimization (Sterzing et al., 2012) and increased anxiety
among youth with ASD (Bellini, 2004, 2006), which further underscores the importance of
examining how all three may function together. As was the case for all moderation analyses,
this was done using a model with parent-reported child anxiety and victimization and also using
a model with child-reported anxiety and victimization. It was hypothesized that, in both models,
social skills would significantly moderate the relation between victimization and anxiety, with
youth who have lower social skills having a stronger relation between victimization and anxiety.
Results of both models indicated that the overall models including the interaction term
were nonsignificant. Social skills did not differentially affect the relation between child
victimization and child anxiety in either case. For the child model this was unsurprising, given
that child self-reports of victimization and self-reports of overall anxiety were not significantly
related to one another. For the parent model, especially given the significant moderating effect
identified for ASD symptoms in the previous set of analyses, the nonsignificant result was
somewhat more surprising. The parent model was approaching significance (p = .069); however,

128

the addition of the interaction term did not significantly improve the model and parent
victimization was the only significant predictor in the final model.
As noted previously in the discussion regarding social skills and victimization, it had
been hypothesized that social skills would function in a manner very similar to that of ASD
symptoms (albeit in the opposite direction). This was supported by the correlation between these
variables in the current study (r = -.736, p < .001) and by the significant negative correlations
between all social skills scale scores and ASD symptoms (with the exception of assertion which
was approaching significance). Despite variable correlations appearing as expected, in these
analyses social skills did not function in the same manner as ASD symptoms. The key
difference is that while ASD symptoms were found to be significantly related to parent-reported
youth anxiety, the same was not true for overall social skills. While results were nonsignificant,
some tentative conclusions can be drawn based on patterns in the data. It appears that ASD
symptoms, which are more specific to the presentation of youth with ASD than general social
skills, are a better means of attempting to investigate how victimization may affect youth with
ASD.

Social Support as a Buffer Between Victimization and Anxiety
Social support has been found to function as a significant buffer between victimization
and internalizing problems in populations of typically developing children and adolescents
(Davidson & Demaray, 2007; Holt & Espelage, 2007). Social support has also been shown to
function positively both quantitatively and qualitatively in terms of being negatively related to
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victimization of youth with ASD (Hebron & Humphrey, 2013; Humphrey & Symes, 2010a,
2010b). This makes a logical case for examining the potential for social support to function in a
similar manner as a buffer among youth with ASD as is observed among typically populations.
Social support was tested as a potential moderator between victimization and anxiety
using both child report and parent report models. In both cases, moderation analyses were
nonsignificant. In the child model, this was due to the relation between child-reported
victimization and self-reported anxiety not being present. For the parent model, in which
victimization was related to anxiety, social support did not function as an effective moderator.
At a more global level, social support was not found to be correlated with victimization or
anxiety from either reporter and generally did not function as predicted. The data for social
support also included the largest amount of missing data, which may have caused both a
selection issue as well as a general power issue that may have made detecting any meaningful
relations between social support and other variables difficult.
Although it was sensible to predict a positive result, it may truly be the case that social
support among youth with ASD does not protect youth who experience victimization from
having increased anxiety. As stated above, an association between the three of these variables
exists, but how they all may relate in unison has not been investigated. The lack of a significant
relation between social support and victimization or anxiety in the current investigation makes
the lack of significant findings for this study difficult to generalize. It could also be that the
somewhat variable educational environment of the sample may have masked the hypothesized
effects. Perhaps a first step that would be valuable for understanding the social supports of youth
with ASD would be assessing parent perceptions of youth social support as well as how these
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differ from youth self-perceptions. This could shed light on any potential measurement issues
that may exist when attempting to understand how perceived supports from others may protect
youth with ASD.

Limitations
This study had several limitations that are important to consider concurrently when
examining the significant and nonsignificant results obtained. Most notable, this study utilized a
relatively small sample of participants (N = 30), some of whom had missing data. This sample
size may have limited the ability to detect some study effects that were predicted but not
supported by study analyses (see discussion of preliminary analyses). Related to sampling
procedures, this study also recruited participants using materials that made clear it was a study
about bullying. While an overall selection effect was not of concern, given that the study was
not attempting to assess for the prevalence of victimization, a selection effect could have only
been present in the subset of the sample who were new participants. This is due to 20 of the
study participants being included from a previous study in which they answered similar
questions a year prior to the current investigation. If significant bullying experiences were
responsible for parents wanting to participate in the initial study, their circumstances may have
changed when they participated in the present investigation one year later. This was examined in
the preliminary analyses comparing means of key study variables based on recruitment time and
no significant differences were found.
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The RBVS Parent, a measure created for this investigation, was identified as also having
two items with factor loadings below the recommended cut point of .300. While this measure
was validated by other metrics and the high relation with the child measure (and had adequate
factor structure in a previous investigation; Elzinga, 2013), it may be that some items that are
useful when measuring child victimization do not have similar utility when measuring child
victimization from a parent’s perspective. The decision to include all items, while sensible given
the goals of the study and the past evaluation of the measure, also presents as a limitation of this
investigation. This study also utilized a heterogeneous sample of youth with diagnoses of some
form of autism spectrum disorder. In addition to collecting their medical/educational diagnoses
from parents, all participants also completed the SRS-2 as a global measure of ASD symptoms.
Despite having parent-reported medical diagnoses of ASD, five participants obtained parentreported scores below the recommended cut point for screening for ASD on the SRS-2. This
illustrates an additional limitation of the study, in that the present investigation relied on parent
reports of ASD diagnoses and did not include a full clinical assessment of ASD symptoms.
While the majority of study participants spent all or most of their school day in a general
education setting, two parents did report that their child was not educated in mainstream classes.
Two parents also reported that their child attended an alternative school (one of whom reported
no exposure to mainstream classes). This means there were three participants who had limited
access to general education peers due to their educational environment. Not being able to
directly assess educational environment or have a sample that was consistently fully educated in
a general educational environment represents a further limitation of the current study. Many
factors that vary within the general educational environment likely would also impact ratings of
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victimization and anxiety, such as the presence of Tier I bullying programs, availability of
counseling/social work supports, and the baseline levels of victimization within the school.
These too were beyond the scope of the current investigation.
While all parents endorsed their child had an ASD diagnosis, had intact verbal abilities,
and was able to accurately and comprehend sample questions regarding victimization, some
variability was still obtained regarding reported functioning level. Depending on how the
question was asked, one to five parents reported their child was either not high-functioning (n
=1) or not of average intelligence (n = 5). Multiple parents also reported being unsure of the
answers to these questions (n = 2 and n = 3, respectively). Finally, a substantial portion (40%) of
the study sample had some level of individual support from a one-to-one aide at school. The
variation found in educational environment, educational support, and reported functioning level
represents the reality of a clinical dataset; however, this variation also makes it difficult to isolate
study effects and represents a limitation of the study.
This study also asked child participants to complete study materials independently.
While this was necessary to ensure confidentiality and appropriate steps were taken to ensure this
was within the capability of child participants, the possibility exists that some parents may have
still helped their children complete study materials. One mother reported she read some items to
her son in order to keep him from rushing through the task. Child data was coded as missing for
one measure (the CASSS) for this participant. Other responses, all of which were not significant
outliers, were retained.
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As a final set of limitations, there were additional variables that would have been
beneficial to assess in this study. Given that one of the key goals of the study was to add to the
literature on measuring victimization among individuals with ASD, it would have been
beneficial if the study could have included a direct measurement of youth victimization
experiences to compare with reported levels of victimization. This study also did not examine
whether externalizing difficulties functioned in a manner similar to how anxiety functioned for
moderation analyses. Previous work has identified that externalizing difficulties, like anxiety,
are related to victimization (Hebron & Humphrey, 2013), making this a sensible target for future
work. Last, this study went to significant lengths to attempt to fully describe the heterogeneous
sample obtained; however, functioning level in particular was obtained based on parent report
only. As was the case with ASD symptom levels, it would have been beneficial to also include a
direct assessment of youth cognitive abilities as a component of this investigation.

Future Directions and Implications of the Current Study
In terms of the literature on the victimization experiences of youth with ASD, this study
served to both identify new potential areas of exploration and also to further highlight limitations
of current knowledge. Youth with ASD have been repeatedly shown to be at increased risk for
victimization when compared to both typically developing peers and individuals with other
disabilities (Cappadocia, Weiss, & Pepler, 2012; Little, 2002; Humphrey & Symes, 2010a;
Rowley et al., 2012; Schroeder et al., 2014; Wainscott et al., 2008). Secondary to establishing
that this population is vulnerable to victimization has been examining differences between
reports of victimization from parent, youth, and teacher perspectives. This is a particularly
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valuable line of inquiry due to the core social deficits and lack of insight often present among
youth with ASD. When agreement rates have been evaluated, results have yielded somewhat
different conclusions, with most work supporting agreement between parent and youth reports in
particular (Chen & Schwartz, 2012; Elzinga, 2013; Kloosterman et al., 2013). At an intuitive
level, parents are a sensible secondary source for estimating the victimization experiences of this
vulnerable population; however, parents may bring their own biases that may cause them to
over- or underestimate the levels of victimization and related factors.
This study added to the literature by further supporting the relation between youth and
parent reports using measures of victimization and anxiety that were consistent in their design
across parent and child versions. As noted above, consistency between reports of victimization
has been noted before, but consistency regarding reports of anxiety is somewhat contrary to other
work in the literature (Storch, Ehrenreich-May, et al., 2012). These findings have important
implications for continuing to attempt to understand how aware parents are of their child’s
experiences, and particularly due to the vulnerable nature of this population, negative
experiences. Further work is needed to understand what may affect differences between youth
with ASD reporting and not reporting negative experiences to parents. This study investigated
how ASD symptom severity may affect agreement rates, but results were nonsignificant, a
finding which differed from a previous related investigation (Elzinga, 2013). Clinicians and
researchers alike will continue to benefit from assessing youth with ASD from both the
individual and parent perspectives, an approach that will have the added benefit of providing
insight into what factors lead youth with ASD to seek out support and share their difficulties.
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As outlined in the review by Schroeder et al. (2014), many differing factors likely
contribute to the unique vulnerability of youth with ASD. Youth with ASD present with social
deficits that may make them appear strange or different from peers. In general education settings
in particular, where youth with ASD would presumably stand out more and have fewer supports,
youth with ASD have been found to be targets for victimization (Rowley et al., 2012). Deficient
social skills have also been found to be related to higher levels of victimization among youth
with ASD (Sterzing et al., 2012). These same deficits may also make them more vulnerable
socially, a factor that has also been linked to victimization in this population (Sofronoff, Dark, &
Stone, 2011). The reciprocal peer effects interaction model (REPIM), outlined by Humphrey
and Symes (2011), presents as a valuable means of integrating how the various intra-individual
and environmental factors commonly associated with ASD converge to downward spiral of
adverse peer experiences for this population.
This study used exploratory analyses to examine many potential factors that have been
linked to victimization of youth with ASD in the literature, including social skills, social support,
ASD symptoms, and anxious symptoms. The general lack of significant findings, while
tempered by the small sample size, illustrates that further work is needed to further investigate
what about youth with ASD makes them vulnerable to victimization from peers. The literature
also strongly suggests that being educated in a mainstream setting plays a significant role in
making youth with ASD vulnerable to victimization from peers (Hebron & Humphrey, 2013;
Rowley et al., 2012). The exact causal mechanisms responsible for this were hypothesized to be
captured in the current investigation through variables such as low social skills, relatively more
ASD symptoms, deficient social support from classmates and adults, and underlying anxious
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symptoms. The general lack of expected results highlights the benefit of more fully controlling
for educational environment in future work. For practitioners, the high variability in the
variables included in the present study is illustrative of the importance of conducting a complete
and comprehensive evaluation of youth with ASD.
When discussing the role of the general education environment in the victimization of
this population, work is needed to also account for ASD symptom levels. Just as increased
exposure to general education has been shown to be related to increased victimization (Hebron &
Humphrey, 2013), so too has a less severe ASD presentation (Nowell, Brewton, & Goin-Kochel,
2014). Rowley et al. (2012) also identified that the relation between decreased ASD symptoms
and victimization only held true in the general education setting; in a special education setting,
having fewer ASD symptoms was related to lower victimization. This last finding points to a
potential key link between the two variables being exposure to general education peers. What
remains to be done is to fully account for how linear this negative relation between ASD
symptoms and victimization truly is. The literature strongly supports that there is a unique
vulnerability associated with ASD that leads to increased victimization (e.g., Humphrey &
Symes, 2010a; Wainscott et al., 2008), which would lead one to initially hypothesize that ASD
symptoms would be positively related to victimization. Incorporating the findings regarding
symptom severity and exposure to general education peers into this conceptualization suggests
that there may be a curvilinear relation between ASD symptoms and victimization. For youth
with the lowest levels of ASD symptoms, they may function well enough socially to completely
blend in in a general education environment and be no more or less victimized than neurotypical
peers. For youth with moderate levels of social impairment, they may visually appear like
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neurotypical peers yet present with social deficits that lead to their isolation and victimization.
For youth with the highest levels of ASD symptoms (who may or may not have cognitive
impairments), they may stand out so much socially that their peers recognize their disability and
do not victimize them as a result or they may have diminished access to peers as a result of their
significant needs. Nowell, Brewton, and Goin-Kochel (2014) explain their findings regarding
the inverse relation between ASD symptoms and victimization in a manner that is consistent with
this conceptualization. Attempting to reconcile the key vulnerability of youth with ASD to
victimization as well as the work that has identified a negative relation between victimization
and ASD symptoms is an important target for future work. Controlling for cognitive abilities
and general education environment will be essential in reconciling the literature and will also
likely have implications for the research on victimization of all children with and without
disabilities. This lack of consensus within the literature also has important implications for
practitioners. Practitioners attempting to understand the school experiences of youth with ASD
must be conscientious of how the school environment interacts differently depending upon youth
presentation. A general education environment that may function well to support one child with
ASD may not function equally well for a peer with the same diagnosis.
The last set of questions this study attempted to answer were related to how victimization
may differentially affect youth with ASD in terms of their anxiety. Neither social skills nor
social support functioned as predicted in this capacity. Further assessing their roles in similar
models with a larger sample is necessary to identify if these findings are true null effects. ASD
symptom levels were found to moderate the relation between parent-reported youth victimization
and parent-reported youth anxiety. This interaction indicated that for youth with low and
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moderate levels of ASD symptoms, increased victimization was related to increased anxiety. For
youth with the highest levels of ASD symptoms, increases in victimization were not related to
anxiety. This model closely mirrors the interaction obtained in a previous investigation (Elzinga,
2013) and provides further support for this effect. Interestingly, in the previous study (Elzinga,
2013) this effect emerged with child-reported victimization and anxiety (and not with parent
variables), whereas in this investigation the effect emerged with parent-reported variables only.
Further work with a larger dataset is needed to replicate this effect, as a positive finding
would have valuable implications for the measurement of both anxiety and victimization among
youth with ASD, as well as for identifying youth with ASD who are experiencing difficulties
with anxiety. This finding suggests that youth with the highest levels of ASD symptoms are
experiencing significant levels of anxiety that may be unrelated to their victimization experiences
at school. Also possible, as noted above, individuals with the highest levels of ASD symptoms
may be rated as having higher anxiety overall as a simple measurement artifact due to the
overlap between an anxious presentation and an ASD presentation from a parent perspective.
Independent of interpreting this relation, for individuals with a less significant ASD presentation,
higher levels of victimization were related to higher levels of anxiety, pointing to the need to
intervene with youth with ASD to both protect them from victimization and teach them skills to
effectively manage their anxiety.
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Conclusions
The current study sought first to add to the literature regarding how to measure both
victimization and anxiety among youth with ASD. This study found a moderate to high level of
agreement regarding reports of victimization using a youth measure of victimization and an
adapted version of the measure for parents. Using parent and youth versions of a standardized
measure of youth anxiety, a moderate level of agreement regarding reports of anxiety was also
identified. Both of these effects held even when accounting for differences due to reporter via
intraclass correlation. For both of these variables, variations in agreement rates due to ASD
symptom levels were tested via moderation and in both cases ASD symptoms did not
significantly moderate parent-youth agreement rates.
This study also assessed how victimization was related to a wide range of risk and
protective factors. Due to low sample size and lack of power, these analyses are best
characterized as exploratory in nature. Discrete aspects of ASD symptoms, types of social skills,
sources of social support, and types of anxiety symptoms were all examined in relation to both
parent and youth reports of youth victimization experiences. Overall, this portion of the study
did not produce results that were consistent with study hypotheses. In addition to low power due
to sample size, variation in youth functioning level and educational environment may have
masked some of the hypothesized effects from emerging. Controlling for this variability is
important not only for isolating potential effects but also for aiding the overall conceptualization
of the relation between ASD symptoms and victimization as one that is truly linear (and
negative) or curvilinear. Integrating the body of literature on ASD and victimization appears to
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lend support for a curvilinear relation as the best means of accounting for all of the work
examining the victimization experiences of this population.
Last, in terms of outcomes, this study sought to examine how the identified relation
between victimization and anxiety in the research literature may vary as a function of youth
symptom severity and supports received. Social skills, overall perceived social support, and
ASD symptoms were all examined as potential moderators between victimization and anxiety
using models based on both youth report and parent report. All of the models examining social
support and social skills in this capacity were nonsignificant; however, the parent-reported model
testing ASD symptoms as a moderator produced a significant interaction. In this model, ASD
symptoms were found to significantly moderate the relation between parent-reported child
victimization and parent-reported child anxiety.

In this case, youth with relatively moderate

and low ASD symptoms who experienced more victimization were found to experience higher
levels of anxiety as a result. For youth who presented with relatively higher levels of ASD
symptoms, anxiety remained constant regardless of the amount of victimization experienced.
This finding has important implications for both the measurement of variables such as ASD
symptoms, anxiety, and victimization in this population as well as for intervening to protect
youth with ASD. Further work is needed to examine potential differential effects that
victimization may have on youth with ASD, as well as how such effects may vary due to youth
functioning level and educational environment. In conclusion, the ultimate goal of caregivers,
educators, clinicians, and researchers is to protect this vulnerable population. Towards that end,
the present investigation, through both positive and negative results, has indicated areas for
further investigation and intervention that will benefit the service of youth with ASD.
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